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ABSTRACT
UNHEARD VOICES: TOWARD A THERAPY FOR LIBERATION:
SIX LOW INCOME PUERTO RICAN MIGRANT WOMEN TELL
THEIR STORIES
MAY 2002
HE YD A M. MARTINEZ, B. A., UNIVERSITY OF PUERTO RICO
M S. CENTRO CARIBENO DE ESTUDIOS POST GRADUADOS
Ed.D. UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Maurianne Adams
Women are at a higher risk for depression due to a number of social, economic,
biological and emotional factors (Goldman and Ravid, 1980; Nolen-Horksema,
1987;Striekland, 1989; Weissman, Leaf, Holzer, Meyers and Tisehler,1984). But even
when the incidence is high among women in general, for Hispanic and Black women the
incidence is higher (Russo, Amaro, and Winter, 1987). Factors such as, poverty and
violence seems to be among the factors that predispose the high incidence of depression
in this group of women. When we consider poor Puerto Rican migrant women in the
continental United States who are exposed to multiple stressful situations, such as
poverty, disintegration of family values, violence and discrimination, the incidence in the
diagnosis of depression is higher yet (Comas-Diaz, 1981; Torres-Matrullo, 1976, and
Caste, Blodgett, and Rubinow, 1978). But at the same time, research that addresses issues
of oppression and mental health, particularly as it applies to low-income Puerto Rican
women is scarce. Little or no attention has been paid to the effect that social stressors.
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such as poverty, single parenthood, and violence interact with issues of oppression in the
context of migration, might have in the mental health of the migrant.
This study explored the perception that six poor Puerto Rican migrant women
who had been diagnosed with clinical depression, have of their condition of depression
and the social factors interacting and influencing their condition. Using a qualitative
research approach, data was gathered through a semi-structured open-ended interview, in
which narratives were used to elicit stories of these six women lives. A set of two
interviews was used. As a result of the first interview a story was produced using
narrative form, and in a second interview, the participant was able to listen to her own
story, reflect on it and look at themes and patterns that emerged from her own story and
from the five other participants’ stories. Narrative and feminist theories as well as
theories of oppression and liberation were used to guide the data analysis in the pursuit of
themes and patterns in the stories that emerged from each participant, as well as,
similarities and differences among the six participants stories.
All six participants reported that awareness of their social conditions made a
difference in the way they perceived their condition of depression, the way they
perceived themselves and made recommendations for their treatment. The results of this
study show the importance of giving voice to the usually unheard, sharing power in a
therapeutic relationship, and designing trainings and educational curriculums that take
into consideration social stressors when interacting with multiple oppressions. This study
is also a contribution to the growing body of literature on women and issues of mental
health as well as to the field of social justice as it relates in particular to Puerto Rican
women and issues of oppression.
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CHAPTER 1

INTRODUCTION
Statement of the Problem
Mental health professionals and community workers have identified depression as
a predominant medical condition among female clients (Comas-Diaz, 1982). In the case
of low income, minority women in the United States, depression is the most frequent
diagnosis (Canino, 1982) and medication the treatment of choice. It is evident in the
literature on migration that social stressors associated with the migratory experience,
when combined with social factors such as poverty, predispose the migrant to more
physical and mental health problems.
In my experience as a psychotherapist, practicing first for more than twenty years
in Puerto Rico and then migrating to Western Massachusetts in 1990,1 found, working
with low income Puerto Rican migrant women in the area, that a large number of these
women had been diagnosed with depression. And their condition persists even when in
therapy for several years. But what is more alarming is that in most cases the women are
under prescribed antidepressants and other medications that are supposed to reduce the
symptoms. However, the original symptoms persist, and secondary effects to
medications are evident. In most cases the medications’ effects limit the women’s ability
to live productive lives, and to participate fully in their children’s lives. Complaints such
as too much sleeping, tiredness, and physical aches are frequently reported.
As a therapist and college professor in the area I have heard this
complaints from women, and in several cases have seen students drop out of classes,
unable to cope with academic schedules and assignments in addition to home life.
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My experience as a therapist with a social justice background makes me
aware that complex social stressors such as the cycle of poverty manifested in limited
education, low income, lower social status, and a history of abuse and violence as is the
case of most of the women in this study, predispose them to conditions of depression.
What happens then, when these factors are present and the person is subjected to further
oppressions by the fact of being women, having a different language, and at the same
time as migrants, entering into a new culture that is hostile, prejudiced and rejecting for
the same facts that the newcomer bear with them? Are we using the correct diagnosis for
their condition, and as a result are we providing the appropriate treatment for the
condition they present
As will be explored further in Chapter Two, many studies have tried to identify
the etiology of the condition of depression, but studies that attempt to look at the
relationship between social stressors and the effects of oppression are scarce. This study
is an attempt to understand how these social factors, when considered within a framework
of oppression, can provide a better understanding of mental health issues such as: low
self-esteem, hopelessness, sad moods, inability to interact socialy or engage in
meaningful relationships, feelings of isolation, and feelings of worthlessness that low
income Puerto Rican migrant women in this study are experiencing. This different view
can guide treatments with more positive and productive outcomes and provide questions
for further research both within the mental health field and within the education programs
of mental health professionals.
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Purpose of the Study
This study explores the perceptions that six, low income Puerto Rican women
diagnosed with depression, who migrated from Puerto Rico to the continental United
States in the 1990’s, have of the role that their social condition might play in their
condition of depression. The focus is on how these women perceive and make meaning
of their condition of depression in the context of migration.
Two key questions are explored:
1. What is the perception that six women have of their condition of
depression in the context of migration, and the understanding that
they have of the difficulties they experience? Do they believe that
there is a link between their social circumstances and their
depression?
2. Whether the women’s awareness and perception of the social
factors as they relate to their depression is a factor that should be
known by their therapists? Would this awareness by the client as
well as by the therapist make a difference in the diagnosis as well
as the treatment of their depression?
This study takes a first step toward answering these questions by showing how
low income Puerto Rican women perceive the social components involved in their
condition of depression. It also provides access to the usually unheard voices of low
income Puerto Rican migrant women who present for mental health services.
This study is a contribution to the growing body of literature on cross-cultural
psychology, adding an in-depth exploration of migration, gender and social class. It also
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offers recommendations for further research on the treatment of depression as
experienced by multiple oppressed populations.
Definition of Terms
The following section presents operational definitions of key concepts of this
study to insure understanding of the way in which these concepts are used throughout the
study.
Depression, for the purpose of this study is Major Depression as defined in the
DSMIV (Diagnostic Statistic Manual 4th edition), which has been used for diagnosis
purposes. It refers to clinical depression, which involves symptoms of intensely sad
moods, loss of energy, feelings of worthlessness, somatic changes, and suicidal thoughts
and actions, (see Fig. 1.6).
Puerto Rican Migrant Women refers to women bom in Puerto Rico who have
migrated to the continental United States.
Migrant - refers to a person who, in changing residence, crosses a boundary, and
where the change of residence is intended to be permanent or of substantial duration, thus
excluding commuters, tourists, visitors and seasonal farm workers (Stastzewski et al.,
1970).
Low Income refers to families with four members whose income falls below
$16,400.00 or families with three members whose income falls below $12,802.00
annually (Census, 1990).
Oppression is used in this study as defined by Bell (1997): the pervasive nature of
social inequality woven through social institutions as well as embedded within individual
consciousness (p.4). Oppression as defined here is structural, rather that the result of a
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few people’s choices or policies. Oppression operates at three levels: institutional,
organizational, and personal.
Organization of the Dissertation
This dissertation consists of six chapters. Chapter One provided an overview of
the research topic, as well as the purpose and significance of the study. Definitions of key
terms are also provided.
Chapter Two provides a review of related literature and theoretical perspectives
that frame the study. Literature on migration and mental health provides a starting point
for understanding the context of the study. Literature on Puerto Rican women and
*

depression provides a background for understanding the incidence of depression on
Puerto Rican women. Literature on narratives and feminist theory is reviewed to help
understand the data obtained in the study. Finally, a review of selective literature on
oppression and liberation helps reffame this study within a social justice context and
helps to explain the data in this study from a perspective other than pathology.
Chapter Three presents a detailed description of the overall approach of the
inquiry, context, data collection method, participants, procedures, and data analysis.
Chapter Four provides a cultural demographic profile of participants and presents
the data related to participants’ stories about their perception of their condition of
depression as it relates to social factors in their lives.
Chapter Five presents data obtained from the second question guiding this study:
Whether the women’s awareness and perception of the social factors as they relate to
their depression is a factor that should be known by their therapists, and whether this
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awareness by the client and by the therapist makes a difference in the diagnosis as well as
the treatment of depression.
Chapter Six presents a discussion of the findings and conclusions of the study. It
also presents implications for clinical practices and questions for further research.
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CHAPTER 2
REVIEW OF RELEVANT LITERATURE
Introduction
The purpose of this literature review is to provide a theoretical framework both
with a historical context and a social justice perspective for understanding the
experiences and perceptions that low income Puerto Rican migrant women have of their
condition of depression. This chapter presents an overview of selective literature
concerning: 1) Migrants and mental health, 2) Puerto Rican women and depression, 3)
feminist theory that addresses women’s development, 4) theories of oppression and
liberation, and 5) narrative theories as they relate to women’s experience of liberation.
Finally, I will present a summary of the chapter.
Migrants and Mental Health
Attempts to address the effects of migration on the mental health of the migrant
date back to the beginning of the Twentieth Century when large number of migrants,
particularly from northern European countries, flooded the United States.
As early as 1922 Park introduced the term "marginal men" to identify people who
were in a state of cultural and physical transition, and according to the medical field were
at risk of illnesses. In 1932, Odegaard states that migrants are disturbed people in their
country of origin, and that those whose psychological adjustment has been marginal or
unstable in their country of origin are more apt to migrate. These early studies are key to
introduce and try to validate the notion that immigrants come from an inferior order.
These positions are based mostly on ethnographic studies, historical
epidemiology, clinical research, and observations of societies undergoing rapid
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transitions. The sociological aspect of migration at that time was not investigated and the
impact migration had on mental health was ambiguous.
Attempts to explain the relationship between migration and mental health ranged
from thinking that the migrants were a special kind of people by virtue of their
willingness to risk change to thinking that migrants were the desperate and unsuccessful
ones who had failed to achieve success and status in their homeland (Hull, 1979). These
studies most often drew upon data from states’ psychiatric institutions and were typically
based on poorly designed studies showing higher rate of hospitalization among
immigrant as compared to non-immigrants or native born (Hull, 1979; Rogler et all.
1989). The studies were also characterized by the use of global diagnostic categories of
unknown margins of diagnostic error (Jaco, 1960).
Malzberg in 1940 and Odegaard and Lee in 1942 and 1945 in New York ruled out
the first notions of ascribing the problem to the migrant and instead proposed that the
process of migration itself generated enough stress to lead to mental illness in intact
people. In the 1950’s and 1960’s, attempts were made to look at explanations of mental
illness in the migrants based on ethnicity, gender, or country of origin. Still in 1962
Malzberg and Lee found that the incidence of psychiatric hospitalization were higher in
foreign-bom females as compared to native females.
Fabregas (1969) explains that previous findings linking migrants and mental
health were conflicting, biased, and even sometimes contradictory to each other since
research conducted at that time did not take into consideration background social
variables such as economical changes, educational patterns, changes in behavioral
patterns, and linguistic changes of the migrant.
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During the period of 1960 to 1970 the concept of culture and cross-cultural
communication emerged. Efforts to explain and understand the process of acculturation
and adaptation were evident (Gutman, Landis, Stoetzer, 1966). Conclusions from those
studies stated that the more acculturated the migrant became, the less mental health
problems she/he would present. Therefore, the degree of acculturation and adaptation to
the new culture determined success and positive mental health. Little or no attention was
paid to socio-economic variables and variables presented by the receiving culture.
According to the mental health literature, there has been a trend to better
understand the process of migration and how it affects the migrants' mental health
through a wholistic approach. Hull (1979) proposes that variables that interact prior,
during, and after migration ought to be studied while trying to explain the flaws in
adaptation to a new culture. In 1974, Garza-Guerrero introduces the term “culture shock”
and “culture loss”, and in 1981, Winnicott uses the terms “assimilation” and
“acculturation” as indicators of mental health of the migrant.
Migration and the Adoption of Minority Status
Brody (1968) describes the adoption of a minority status of migrants and states
three consequences the migrants face when entering the new culture are: 1) a sense of
powerlessness, 2) subjection to stereotyping, 3) being marginalized, which in turn creates
a culture of passivity. Powerlessness is created both by identification with the minority
group and with poverty.
Stereotypes, are used by the majority culture to describe minority members, and
by using stereotypes, the humanity of the migrant, as part of a monority group, is
negated. Stereotypes as Brody points out, are simplistic polarities with the dominant
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culture representing all virtues and minorities representing all social ills. According to
Brody, in an individualistic society where people are socialized to ignore the systemic
components of behavior, these characteristics (good-evil) are easily understood as the
result of individuals' efforts. When the minority person accepts these stereotypes, she/he
will attribute these negative characteristics to the failure of her/his group, thus creating a
person with self-hate/self-blame and with the desire to be like the oppressor group
(Memmi, 1965, 1967, 1991). This process creates a person who does not want to belong
to her/his ethnic group but cannot belong to the dominant ethnic group either(Hardiman
& Jackson, 1992).
In the case of women in this study stereotyping is manifested in negative
perceptions the women have of their own culture and other Puerto Ricans living in their
neighborhood. This stereotyping causes the women to isolate themselves from social
interactions with people from their residential areas.
Minority status when paired with low socioeconomic status, repression, and a lack
of strong national identity can foster the creation of a culture of passivity (Brody, 1968).
The minority migrant’s world is characterized by despair, impotence, and feelings of
inability to change the world. This culture of passivity is evidenced in the six stories of
the women in the present study when they express feeling of hopelessness, a sense of
self-worthlessness, an acceptance of life as it is, and a lack of motivation to make
changes.
In summary, early literature on migrants and mental health considered factors
affecting the migrants' mental health as inherent to the migrants, not taking into
consideration the physical and cultural context in which migration occurred nor the
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attitudes and characteristics of the receiving society, and associated migration with
hospitalization rates accounting this relationship to peculiarities inherent to the migrant
group.
This body of literature on migrants and mental health initiates and perpetuates the
concept of pathology or defectiveness of the migrant, as it relates to the process of
migration. It also demonstrates clearly that in society the group that holds the power
(agent group) defines and names reality and determines what is "normal" or "abnormal"
(Hardiman & Jackson, 1997).
Puerto Rican Women and Depression
Literature on women and depression reports that women generally are at a higher
risk for depression due to a number of social, economic, biological, and emotional factors
(Goldman and Ravid, 1980; Nolen-Horksema, 1987; Strickland, 1989: Weissman, Leaf,
Holzer, Meyers and Tischler, 1984). While there is a difference in the incidence of
depression among White, Black, and Hispanic women (Russo, Amaro, and Winter, 1987;
Russo, and Sobel, 1981), the incidence remains constant when income level, education,
and occupation are controlled (Ensel, 1982; Radloff, 1975).
Although men and women experience depression, factors that are found to
contribute to depression such as poverty and violence are more likely to be experienced
more severely by women (Klerman and Weissman, 1985; Nolen-Hoeksema, 1987, 1990;
Strickland, 1988). There is also some evidence for a genetic component of depression
(Allen, 1976; Klerman and Weissman, 1985). Some other theories have postulated sexlinked components of depression (Clininger, Christiansen, Rich and Gottesman, 1978,
Perris, 1966; Winnokur and Tanna, 1969). However those theories have not received
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consistent support in the research literature (Merikangas, Weisman, and Paul, 1985;
Nolen-Horksema, 1987).
When reviewing family and socioeconomic circumstances of Hispanic women in
the United States that constitute risks for depression, it is found that Hispanic women are
over represented among lower socioeconomic status and younger age. The marriage rate
has been declining, and new types of families and relationships have been emerging
(Padilla, 1987). In 1981, one in seven Hispanic women over age fifteen was separated or
divorced, and more than one out of two had no partner present (census, 1990).
Amaro et al., in 1987 when studying the Hispanic women in the United States,
found that migration and subsequent culture shock may engender anxiety. Snyder in
1987, in studying Mexican immigrant women in the United States, using the Spanish
version of the Depression Scale of the Center for Epidemiological Studies, found that
women who experienced discrimination, gender role conflicts, and concerns about
starting a family in the United States had significantly higher depression scores than
women not experiencing these situations. Studies on Hispanic women and depression,
conducted between 1980 to 1990 focus on migrant Mexican women and other minority
women, but not on Puerto Rican women (Snyder, 1987; Hernandez, 1986; Quesada,
Spears, and Ramos, 1978).
The principal argument in the literature that addresses the migration experience of
Puerto Rican women to the United States and their mental health is that migration
generates a psychological dialectic for the migrant. When combined with other stressors
such as poverty, limited formal education, lack of English language proficiency and
changes in the support system, this psychological dialectic might become the dynamic
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context for the struggles to adapt and integrate to the new society (Torres-matrullo,
1976;, Bluestone and Purdy, 1977; Zambrana,1979; Dooley and Catalano, 1980;
Dohrenwend et al.,1980; Reubens, 1980; Kessler and Clearly, 1980; Dressier & Bernal,
1982; Rogler et al.,1987).
As Comas-Diaz (1981) points out, Puerto Rican women in the continental United
States are exposed to multiple stressful situations including disintegration of family
values, poverty, discrimination, and the pressure of acculturation. This experience may
translate into feelings of powerlessness, low self-esteem, loss of identity, and depression.
In earlier studies, Torres-Matrullo found a high prevalence of nervousness,
psychosomatic complaints, and depression among non-psychiatric Puerto Rican women
living in the continental United States (1976). Bluestone and Purdy (1977) pointed out
that among the same population, suicide attempts provide an outlet for culturally and
environmentally engendered anger and frustration. Similarly, Caste, Blodgett, and
Rubinow (1978) found a high incidence of suicidal thoughts among the female Puerto
Rican population when compared with White, Black, and Puerto Rican men.
In 1987 Canino et al. found gender differences in an examination of risk factors
associated with depression in a sample of Puerto Rican women residents in the
continental United States and discussed those differences from a gender role perspective.
Canino confirms the hypothesis that women who rigidly adhere to traditional values as
the norm experience more conflict and maladjustment than other Hispanic women who
are either less traditional or live in families with less intergenerational differences.
Comas-Diaz (1987) discusses the psychological aspects of cross-cultural
transitions using Adler's developmental sequences of culture shock to explain the
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transitional experience of migration. This model suggests that specific psychological,
cultural, and social dynamics emerge during culture shock. In her clinical study with
Puerto Rican women, Comas-Diaz found that these women expressed feelings
characteristic of the disintegration stage when the growing awareness of being different
leads to loss of self-esteem, confusion, withdrawal, and depression. In this study, ComasDiaz identifies the factor of becoming a member of a minority group as a precipitant of
depressive symptoms in her sample. This position correlates with Brody's theory on the
adoption of a minority status (1968).
While connections, disconnections, and a new identity as a minority with a
different language are components of the process of migration for the six women in this
study, for most of them a history of poverty, abuse, and violence are also part of their
baggage.
Literature on low income Puerto Rican women who migrate and oppression is
scarce. The literature is mainly limited to studies that take into consideration the mental
health system/service providers perspectives and not the women's/consumers’ migrating
experience from their own personal perspectives. Neither does this literature takes into
account how multiple oppressions operate to create a system that, instead of being
liberating and empowering, perpetuates oppression and creates structures that exercise
controls and promote subordination (Martinez, 1998).
A crucial limitation observed in mental health and social sciences literature is the
lack of integration and consideration of the dynamics of multiple oppressions such as
race, class, and gender, and the effects of colonization as it relates to the condition of
depression.
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In summary, literature on Puerto Rican women and depression addresses the fact
that depression is a condition that affects a large number of people in the United States,
but it is more prevalent among low income minorities, and among them low income
Puerto Rican migrant women. For a large number of these women, traditional models of
intervention do not seem to reduce the symptoms they present which are diagnosed as
clinical depression. The possibility that social stressors such as class, gender, and
socioeconomic level are factors that interact and contribute to the development and
perpetuation of their condition of depression in six low income Puerto Rican migrant
women is explored in this study.
Feminist Theory
Review of selected literature on feminist theory help frame and explain women’s
development and subjugation, factors that seem to be crucial when understanding
women’s oppression within the context of women’s psychology. Using a feminist model
of women’s psychological development as a framework, it is possible to better
understand the development of the condition of depression in the women in this study
from a psychosocial perspective.
The self-in-relation model is a feminist model of women’s psychological
development. It is a theory that reflects on women’s experience as opposed to theories
that are rooted mainly in male experience (Gilligan, 1982; Miller, 1984). Self-in-relation
describes a capacity to be attuned to the affect of others and at the same time to
participate in the development of others. A key component of action and growth is the
connection with others. The key elements of depression as outlined by this theory are
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vulnerability to loss, inhibition of anger and aggression, inhibition of action and
assertion, and low self-esteem (Kaplan, 1984).
This theory of women’s development provides a framework to explain the
development of depression in the Puerto Rican women. The theory validates a significant
part of the Puerto Rican women maturation process, as they add and redefine, rather than
separate, from significant relationships. This process starts with the mother-daughter
relationship and spreads to a broader sense of staying mutually connected to an extended
family, to their own community, and the broader community at the same time that a sense
of self is evolving. The self-in-relation theory also explains the sense of ethnic pride that
often prevails in the Puerto Rican women, when they feel part of their community and
their culture.
Theories of Oppression and Liberation
This review of literature includes literature that addresses issues of oppression and
liberation from oppression. It broadens the understanding of those aspects of the Puerto
Rican migrant psycho-social experience that have to do with the dynamics of
colonization, subordination and poverty, dimensions of the Puerto Rican migrant
experience that are better defined within the framework of oppression.
For many people in the United States oppression is not a term they choose to label
an injustice, as it is not a term included or discussed within the mental health field. But
for contemporary emancipatory movements, oppression is a central category of political
discourse (Young, 1990). Entering this political discourse allows us to analyze and
evaluate social structures and practices that enable us to make sense of many of our social
experiences.
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The term “oppression”, as defined by Bell (1997), describes the pervasive nature
of social inequality in which individuals in a given society play a variety of roles at
different levels woven through social institutions as well as embedded within individual
consciousness. It always includes dominant and subordinate social roles, which operate
as oppressors and oppressed, interacting within a social system that keeps that structure in
place (Bell, 1997, Jackson and Hardiman, 1996). It is systemic in that it involves not only
the individuals in a given society, but the system in which they operate. Its mode of
operation is so ingrained in society that it is manifested also at unconscious levels. As
Bell suggests, oppressive beliefs and stereotypes are internalized both by the oppressed as
well as by the oppressor, one serving to the benefit of the other.
In the case of Puerto Rican women in this study, internalized oppression is
evidenced by the perception they have of themselves and their social conditions when
they express a sense of inferiority and blame themselves for their condition.
As human beings, we are socialized into specific social identities based upon
ethnicity, skin color, gender, age, first language, sexual orientation, ability status,
religion, and economic class. These categories make us different from each other. These
social identities set us up for unequal roles in the dynamic system of oppression (Harro,
2000). This socialization process is pervasive, persistent, circular, self-perpetuating and
often invisible (Bell, 1997).
Furthermore, as Hardiman and Jackson (1997) well point out, oppression exists
when one social group exploits another social group for its own benefit. This could
happen at conscious or unconscious levels: knowingly or uncounsciously (p.17).
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According to Hardiman and Jackson (1997) the following four key elements are
in place in social oppression:
1. The power to define and name reality resides in the dominant
group. Also it is the dominant group who determines what is
"normal", "real", or correct.
1. Acts of harassment, discrimination, exploitation, marginalization
and any other form of differential and unequal treatment are
systematic and embedded in the institutions.
2. Oppression is internalized by the individual.
3. The dominant culture is imposed and the target group's culture,
language, and history are misrepresented, distorted or discounted
(p.17).
These factors are both present and perpetuate the condition of oppression of
marginalized groups in society.
Young (1990) further elaborates on the topic when she expresses that we do not
have a clear account of the meaning of oppression. There has to be a new discourse of
oppression in which people are persuaded to understand that oppression is not an isolated
phenomenon, but it is part of our social experience. Young sees a need to redifine what is
understood by oppression and how it operates in our daily living.
As Young (1990) explains, not all oppressed groups are oppressed to the same
extent. However, all oppressed people are inhibited by the dominant group in their ability
to develop their capacities, and express their needs, thoughts, and feelings (pp.40-41).
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The context in which members of these oppressed groups use the term oppression
names a family of concepts and conditions more than a unique concept. Young suggests
dividing them in five categories: Exploitation, Marginalization, Powerlessness, Cultural
Imperialism and Violence.
Exploitation occurs when in a capitalist society the power of some social group is
systematically transferred to another social group, thus augmenting the power of the
latter, and enacting a structural relation between social groups. The injustice of class
division does not consist only in the distribution of goods. Exploitation enacts a structural
relationship between social groups. Social rules about what work is, who does what for
whom, how work is compensated, and the social process by which the results of work are
appropriated and operate to enact relations of power and inequality. These relations of
inequality and power are produced and reproduced through a systematic process in which
the energies of the have-nots are continuously expended to maintain and increase the
power, status, and wealth of the haves.
Exploitation as a factor in the lives of the women of this study is evidenced by the
history of traditional women roles to which they have been subjected since childhood.
Most of the women in the study had been withdrawn from school by their parents at early
ages to help their family of origin take care of siblings and to do house chores, thus
limiting their opportunities of formal education and assigning them roles that are ascribed
because of their gender and their condition of poverty. Furthermore this condition is
perpetuated when the women left their homes at an early age to “escape” this situation,
but fell in the same patterns when living with their partners, usually older men acting as
their “saviors”. These new situations were exacerbated by having children at an early age
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and continuing in physically abusive relationships, frequently of a sexual nature. These
new situations continued for several years in most cases, and are in part responsible
factors in their present conditions.
Marginalization, as Young explains, relates to labor. “Marginals” are people in a
society that the system of labor cannot use.
In the case of the women in this study there are three factors that are reflected in
their life stories that made it possible for them to fall into this category. First,is a lack of
formal education, a factor that limits their opportunity of finding a job that pays well.
Connected to this factor, but not absolutely dependent on it, is the lack of proficiency in
the English language which makes it harder for them to belong to the employable group.
Second is the factor of single parenthood with young and school age children and no
adequate child care systems. Third is the fact that these women have been treated by a
mental health system that diagnoses and medicates their condition to the extent that they
are not living fulfilling lives and do not participate actively in their childen lives nor do
they participate in the community. All these factors contribute to maintenance of their
low income status. This situation, at the same time, makes them dependent on
bureaucratic systems like the Mental Health system. Welfare system, and Medicaid,
where they are subjected to arbitrary treatment and intrusions by social service providers
who have rules with which these women must comply. These women have no voice or
decision-making power in the systems upon which they are dependent. As the women in
this study report in their stories, this is a living example of how they are dealing with the
systems, particularly the Mental Health system, with which they are so involved.
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Powerlessness deprives the oppressed from sharing the power of authority.
Powerlessness transforms the oppressed into people over whom power is exercised. The
powerless are situated so that they must take orders and rarely have the right to give
them. Powerlessness also designates a position in the social strata that allows the person
little opportunity to develop and exercise skills. Power is usually the dynamics of
inequality that determines class and authority. The oppressed group in this case does not
participate in decision making. Through exploitation and marginalization the person then
becomes powerless.
As the women in this study report in their life stories, they rarely participate in
making decisions that affect their lives. They are powerless since they lack authority.
They most often do what the system tells them to do and have little or no opportunity to
develop their own skills. In keeping with the focus of this study, we observe in the
women’s personal stories that they have no choice about their therapists and psychiatrists
they see nor the treatment they receive. We can observe in their narratives that even
communication in the therapeutic interventions is an issue for them. As clients, the
women are provided with translators for their sessions with psychiatrists, since some of
the providers do not speak Spanish. This practice make it difficult for these women to
build trust in a therapeutic relationship, thus limiting how much they can elaborate on
their problems. This limitation becomes an important issue when the professionals in
power determine not only a diagnosis but also a treatment that these women most
undergo based on what they can understand or are told.
To experience Cultural Imperialism is to experience how the dominant meanings
of a society render the particular perspective of one’s own group invisible and at the same
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time stereotype one’s group and label it as the “Other”. Cultural imperialism involves the
universalization of the dominant group’s experience and culture and its establishment as a
norm. The culturally dominated thus become victim of stereotypes and invisibility. They
are defined from the outside, positioned, and placed by a network of dominant meanings
they experience as arising from elsewhere, from those with whom they do not identify,
f

and who do not identify with them. While the subject desires recognition as human,
capable of activity, full of hope and possibility, she receives from the dominant culture
only the judgment that she is different, marked, or inferior. The group defined by the
dominant culture as deviant, as a stereotyped “Other”, is culturally different from the
dominant group because the status of “Otherness” creates specific experiences not shared
by the dominant group, and because culturally oppressed groups also are often socially
segregated and occupy specific positions in the social division of labor. The subordinate
group becomes reconstructed largely as deviant and inferior, thus what is “normal” in
cultural expression and behavior becomes the experiences of the dominant group.
The women in this study are culturally dominated in this society. They are defined
from the outside, their behavior described and diagnosed by the mental health providers,
and the treatment for their “condition” of depression is also defined by the same system
that at the same time determines their future behavior and way of living. In response,
these women report feeling different, marked and inferior, with loss of hope and
possibilities of recovery, incable of “normal” activities which will help them live the
fulfilled lives they had in mind when they migrated from their own land. The women in
this study reflect in their stories feelings of invisibility in a system or culture to which
they thought they belonged.
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Violence is frequent among groups that are objects of oppression. It is a
systematic violence and occurs due to belonging to a certain group.
The women in this study, as evidenced in their life stories, relate violence as a
constant factor in their lives. Violence occurs in both their families of origins and later in
their own families with their partners. What makes violence a social injustice, as Young
expresses it, is not only that it is morally wrong, but the fact that it is systematic — its
«

existence is a social practice (p.46). As one woman in the study reported: “I thought it
had to be like that. That it was a way of living.” Violence, as Young points out, deprives
the oppressed of freedom and dignity, and needlessly expends their energy.
The presence of any of these five conditions is sufficient for calling a group
oppressed. But different groups can exhibit different combinations of them. For the
women in this study, all five conditions are present in their lives stories. This makes
sense if we consider their experience of multiple oppressions in the context of migration.
Paulo Freire (1970, 1973) refers to a culture of silence that is generated by
oppressive practices and relates it to the concept of cultural passivity. The distinguishing
feature of this mode [of consciousness] is its lack of "structural perception" with respect
to the ability to identify accurately the major determinants (whether economic, political
or cultural), which affect it (p.47). This distinguishing feature results in internalized
subordination, where members of the oppressed group learn to collude with their own
oppression or victimization.
When describing the effects of oppression in the victim, Memmi uses the terms
depersonalization and marginalization: "He is only what the colonizer is not (p.96). Not
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considering himself/herself a person, the oppressed loses all hope, all expectations of
success, all ambitions (Memmi, 1965).
It is evident by examining this body of literature on oppression that the effects
oppression has in the victim seem similar to some of the symptoms of clinical depression:
1. feelings of worthlessness or excessive or inappropriate guilt;
1. diminished ability to think or concentrate;
2. fatigue or loss of energy;
3. lack of interest in daily activities; and
4. recurrent thoughts of death.
These symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning (DSM-IV)

Dynamics of Liberation
To complete a theoretical framework on which to base and understand the data
and results of the present study, selective literature on liberation from oppression theory
has been examined.
Liberation, as described by Pharr (1996), is a process that requires a struggle
against forms of discrimination based on class, race, gender, sexual orientation,
differences in abilities and age. These barriers keep a large segment of society from
participating with equal access to resources and social justice.
For Freire (1969) liberation is the process in which the oppressed becomes aware
of her/his oppression, reflects on it, and takes action over her/his world to transform it. It
is a critical transformation that requires "praxis", it also requires that the oppressed move
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from ideologies into actions. It is the way to freedom, justice and equality. Liberation
requires courage. It is the practice of freedom geared toward reality, solidarity and
brotherhood/sisterhood. It is an authentic and global transformation of the human being
and of society in general. No one can be free when there are people that are oppressed
(P 9).
Liberation from oppression requires becoming increasingly aware of the
dynamics of oppression and how they operate in society. It involves a variety of personal
and collective actions to effect changes at personal, institutional, and cultural levels. It
requires the development of a liberatory consciousness that enables humans to live their
lives in oppressive systems with awareness and intentionality rather than the socialization
to which they have been submitted (Love, 2000).
Use of Narratives as a Liberatory Experience
White (1994) has constructed a model designed to help free people from the
oppression of their problems. This model could well be applied to people with diverse
social and economic oppressions. In White’s model people generate stories about their
lives that will allow them to see themselves and their situations in a different way. The
meanings or stories that people carry about them, their view of the world, and the use of
language to construct the stories are central to this approach. White’s model provides an
opportunity to observe how people give meaning to experience and create their own
reality.
Individuals construct past events and actions in personal narratives to claim
identities and construct lives. Despite the seeming universality of the discourse form,
some experiences are extremely difficult to speak about (Roth, 1993). The ordinary
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response to atrocities is to banish them from awareness. Rape survivors, for example,
may not be able to talk about what they experienced as terrorizing violations because
others do not regard them as violations. Under these circumstances, women may have
difficulty even naming their experience (Herman, 1992).
The ability to name the experience is especially true of difficult life transitions
and trauma. One characteristic of narratives is that narrators create plots from disordered
experience:
It gives reality a unity that neither nature nor the past possesses so clearly. In so
doing we move well beyond nature into the intensely human realm of value (Cronnon,
1992).
As a result, individuals make sense of experiences by casting it in narrative form
(Brunner, 1990; Gee, 1985; Mishler, 1986). Social movements help individuals name
their injuries, connect with others, and engage in political action. Through narratives,
research interviewers can bear witness to the narrator’s experience (Riessman, 1992). The
narrative then becomes a two way interaction in which I as a researcher become part of
the experience.
The practices associated with the externalizing of problems can be considered
counter-practices that engage the person in the "de-objectification" of themselves, their
bodies, and each other. When they embrace themselves, they find it liberating.
Foucault (1965, 1973, 1979) defines the practice of objectification of persons as a
form of subjugation in order to improve and extend social control. It is a common
practice in Western society that dates back to the opening of the Hopital General in Pans
in 1656. Hospitalizing patients facilitated the exclusion of persons as a group, and the
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objectification of these persons through the ascription of personal and social identities that of psychiatric patients. Under the practices of scientific classification, the body came
to be constructed as a “thing” (Foucault, 1965, 1973). Foucault argues that this
development is inextricably intertwined with and essential to the operation of power in
the modem state, in the government of persons, in the subjugation of persons, and in the
forging of persons as docile bodies. According to Foucault, this system of power is one
that not only renders persons and their bodies as objects, but also recruits persons into an
active role into their own subjugation, into actively participating in operations that shape
their lives according to the norms or specifications of the organization or institution
(1979, p.202).
The narrative mode locates a person as a creator or participant in her/his own
world. It turns the person into the subject of her own world, a world of interpretative acts,
in which every retelling of a story is a new telling, a world in which the person
participates with others in "re-authoring", and thus in the shaping of their lives and
relationships (White & Epston, 1990). A therapy situated within the narrative mode of
thought would take a form that:
1. validates the person's lived experience;
2. encourages a perception of a changing world;
3. invokes a subjective mood, establish meaning, and generates
multiple perspectives;
4. enables the description of experience in the endeavor to construct
new stories;
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5. invites a reflective posture and an appreciation of one's
participation in interpretative acts;
6. encourages a sense of authorship and re-authorship of one's own
life; and
7. consistently inserts the pronoun "I" in the description of the events
(White & Epston, 1990).
All these descriptors form part of the liberatory experience.
Narratives in Feminist Theory
For many years, women have felt like “the other”, like objects, in a society that
disregards them and may even contradict their knowledge of themselves and their
environment. Western feminists have been writing about the feelings of “otherness”,
alienation, and difference felt by women as they attempt to maintain their own voice and
their own knowledge of themselves and of their world (West, 1992).
Simone de Beauvoir in 1949 saw Western women as feeling marginal to their
own society, as strangers in a community of heterosexual, white men; as outsiders, as the
“other”. She went further to describe that Western women felt "incidental", and even
"inessential" in the patriarchal culture and societies in which they lived (p.xvi).
Narratives and journals give women voices that researchers and anthropologists need to
hear. The use of narratives and ethnographic studies is a new trend in post-modern
research, which is feminist in orientation. Social Science must open to new forms of
knowledge and listen to women's voices as important in contemporary culture and
societies (West, 1992).
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Summary
The review of literature in this chapter provides interfaces between migration and
mental health, migration and oppression, women and depression, women and oppression,
and theories of oppression and liberation. It also presents theories that explain the use of
narratives as a liberatory practice. This review of related literature sets a framework to
better understand the dynamics of oppression and the result of multiple oppressions as
they relate to the condition of depression in the six Puerto Rican women in this study. It
also sets a framework to further understand the use of narratives as a liberatory
therapeutic intervention.
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CHAPTER 3
METHODOLOGY AND DESIGN OF THE STUDY
Introduction
Chapter Three provides an explanation of the choice of the methodology and a
detailed description of the design of the study. Included in the design of the study is a
description of the participants, technique for gathering data, data analysis procedure, and
strategies for trustworthiness.
The purpose of this study is to explore the perceptions of six low income Puerto
Rican migrant women diagnosed with depression about how their social condition might
be related to their depression. The focus is on how they perceive and make meaning of
their condition of depression in the context of migration.
I have chosen qualitative research because I am interested in identifying
participants’ perceptions. Qualitative research is concerned with the way different people
perceive and make sense out of their life. Qualitative research focuses on participant’s
perspectives. It also allows the researcher to know her/his participants and the context in
which the experience emerges (Bogdan and Biklen, 1992; Marshall and Rossman, 1995).
Qualitative research is also congruent with feminist oriented research since it is
geared to a more empowering approach for generating knowledge (Lather, 1991). It can
be argued that critical inquiry is fundamentally dialogic and involves a mutually
educative experience. It responds to experiences, desires and needs of oppressed peoples
by focusing in a “ self-sustained process of critical analysis and enlightened action
(Lather, 1991), and at the same time it is not impositional.
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This study is exploratory in nature since no known previous studies have explored
the perceptions that low income Puerto Rican migrant women might have of their
conditions of depression and the social factors that affect the onset of their condition.
Participants
In this study, interviews are conducted with six Puerto Rican women, who live in
Holyoke, Massachusetts, and who had no history of significant depressive
symptomatology prior to migration. Subjects range in age between 25 to 40 years old to
exclude peri-menopausal and menopausal women, thus reducing the possibility of
clinical depression due to biological or physical factors. Participants were referred by
therapists from a mental health clinic in the area that serves a significant number of the
Latino population. This referral practice assures that the subjects are diagnosed with
depression, that there are no major or significant psychological conditions other than
depression, and that they are currently under professional treatment for their condition.
I chose this particular mental health clinic because it serves a large number of low
income Latino clients in the area, on state medical assistance and also provide services
with a significant number of bilingual staff. Participation in the study was voluntary basis
and the I provided a complete explanation of the project both to the referring therapists
and the prospective subjects. Although I was a part-time therapist in the clinic, none of
my clients participated in the study, so that each participant was provided the same
opportunity to be new to the relationship with me. This practice eliminated the possibility
of any conflict of interest and reduced the risk of my bias as researcher.
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Criteria for the Selection of Participants
The criteria for the selection of the participants included the following
information:
1. Adult Puerto Rican women between the ages of 25 and 40 who are
diagnosed with depression and with no other major diagnosis as
per DSM-IV standards.
2. Low income as determined by poverty line.
3. In treatment at the mental health clinic for at least for the previous
six months.
4. Treatment includes individual therapy and medication for
depression.
5.

Single parents with school age children.

6. Migration to the continental United States during the last five
years.
7. No history of significant depression (diagnosed clinical
depression) prior to migration.
The six participants in this study met these initial criteria and were referred by
their therapists.
Access to Participants
Access to participants was initiated by meeting with therapists at a staff meeting
and explaining the study. Further information about the study was provided in writing to
the staff at the center to assure that everyone was informed and had the opportunity to
make referrals (See Appendix A). The women were informed of the project by their
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therapists and referrals were made with the women’s consent. I assured the subjects’
confidentiality.
Recruitment of Participants
Once referred by their therapists and with the participants’ consent, I contacted
the women who met the criteria to discuss their willingness to participate in the study. I
explained to the participants that this study was a partial requirement for a doctoral
degree as a student in the School of Education at the University of Massachusetts,
Amherst. I also explained the nature of the study, my role as a researcher, and my interest
in it. The participants were also informed of the criteria for the selection of participants,
and were provided with consent forms. Also the method to assure confidentiality was
explained. Numbers were to be assigned to each participant in order to identify data and
pseudonyms would be used in the dissertation to identify cases, thus eliminating the use
of their names for privacy purposes. Also the time frame of the study was discussed. In
addition each participant signed a Consent form and kept a copy (See Appendix B).
Once participants agreed to take part in the study, I scheduled the first interview,
according to participants’ availability. Interviews were scheduled during morning hours
at the participant’s home, taking into consideration that children were in school and
interruptions were minimized.
Data Collection
The primary method for collecting data was a two-part series of interviews that
were audio taped. Ethnographic questions were used since they are valuable when the
researcher wants to elicit the participants’ perspectives and the meanings they attach to
events and behaviors through first hand encounter (Marshall and Rossman, 1994). I was
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aware that the data obtained was wholly dependent on the participant’s account. The data
thus may suffer from selective recall, reinterpretation of the past and present, and may
focus on selective experiences (Ross and Conway, 1986). Conversely, major strengths of
narratives are the capability to elicit a voice from the participant and validate how the
narrator constructs meaning using less framework and interpretation (Marshall and
Rossman, 1995).
In the first interview I obtained demographic data (see Appendix C), and used
open ended questions as a guide (see Appendix D) in which by the use of narratives the
participant would generate a story describing her perceptions and understanding of her
depression that focused more on the social components that were painful and depressive
to her. This first interview lasted from two to two and a half hours. This is congruent with
Taylor and Bogdan’s (1984) view that the adequate length of an interview should usually
be about two hours. As they point out any less time is too short to explore many topics,
whereas much more will burn out both the interviewer and the participant.
A second interview was conducted a month after the first interview. In this second
interview I, together with the participant, reviewed the written transcription of the first
interview and excerpts of the audio taped first interview were replayed. This practice
provided the participant with the opportunity to add or eliminate information from the
first interview according to new insights and reflections on her externalized story.
Themes and issues that I found were predominant in the first interview were discussed
with the participant. The dialogue between the subject and me opened up an opportunity
for reflection. This practice is in keeping with Paulo Friere s view of liberation when he
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states “it is only through dialogue that the oppressed can see his condition of oppression,
not by mere implanting in him/her a belief in freedom” (p.49).
In this second interview I also presented to the subject themes and patterns that
were similar to those found in the subject’s story and were recurrent in all six stories. By
this practice the participants were able to see similarities in all participants stories,
helping them depersonalize their own issues and been able to see them as external to their
own person and more as circumstances in groups that share same variables. I also
explored changes in perceptions, attitudes and ideas the subject might have of her life
experiences and how they have affected or impacted their present life circumstances. In
this second interview the participants formulated recommendations for further treatment
and made comments about the mental health system and the services that they provide.
Interview Guide
I made use of an interview guide to frame the interview (see Appendix D). This
guide provided a format for the interview by covering general areas of interest relative to
the purpose of the study. The interview guide was not a structured schedule or protocol
(Taylor and Bogdan, 1984), but it served to provide the interviewer with reminders of
areas to be covered. Using the guide in these semi-structured interviews allowed me to
gather comparable data across participants. The guide was designed to allow the
participants to shape the content of the interviews as the interviews progressed (Bogdan
and Biklin, 1982).
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Method of Recording and Transcribing Data
Language
The interviews were conducted in Spanish and audio taped. I made a Spanish
transcription of each narrative elicited in the interview, and each written transcription was
then reviewed by me and compared with the audio taped interview to ensure its accuracy.
Spanish was used for the interviews and for recording data, since it is the first
language of participants and my first language. It is important to mention that although
we share the same language I was very careful when transcribing the data by reporting
exactly what the women said. Intercultural differences such as social class, education
level, and region of origin in the same country is known to affect interpretation even
when we speak a same language. Ansaldua (1999), points out: “that for people that live in
a country in which English is not the first language but who are not Anglo: for a people
who cannot identify with either standard (formal Spanish) Spanish, nor standard
English— the recourse left to them is to create their own language. A language which
they can connect their identity to, one capable of communicating the realities and values
true to themselves—- a language with terms that are neither espahol ni ingles (Spanish
nor English), but both. The transcriptions were then translated to English to make it
congruent with the language in which the study was to be presented.
Data Management
In order to manage the data, I kept separate files for each participant, and each
participant was identified with a code number. This practice also assured confidentiality.
Within each file there were two copies of the transcribed interview. One copy was kept as
the original, while the other was used for the observer’s comments and as part of the
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second interview. A digital copy of the document was on a magnetic media and was kept
separate from the files to insure its safety.
After conducting each interview I audio taped her own impression and comments
of the interview and then transcribed them to the computer. With each participant’s file
there is a typed copy of these comments.
Data Analysis
Literature on qualitative data analysis indicates that data collection and analysis
are cyclical and on going (Marshall and Rossman, 1994; Bogdan and Biklin, 1982;
Taylor and Bogdan, 1982). As Bogdan and Biklin, 1982, point out, “ analysis involves
working with data, organizing it, breaking it into manageable units, synthesizing it,
searching for patterns, discovering what is important to be learned, and deciding what
you will tell others”(p.45).
By collecting data through this method, I generated categories of themes and
patterns, identified key issues and tested emerging conceptual frames that answer the
research questions (Bogdan and Biklin, 1982).
\

Presenting Data
As mention above with the transcriptions, when presenting data in Chapter Four, I
made use of Spanish excerpts of the participants’ narratives to keep the meaning of their
conversation as close as how they were told. This was followed by a translation in
English making an effort to keep the meaning intact.
Establishing Trustworthiness
The primary research instrument in qualitative research is the researcher. As a
consequence everything is filtered through the researcher’s values, worldview, and

37

perspectives (Merriam 1988). It is important then to implement a strategy that will allow
the researcher to monitor her/his perceptions and behavior as the study progressed.
For this study I used “peer check”. The data and the study’s progress were
discussed with a male colleague, who works in a different setting, who speaks Spanish
and is also Hispanic, but not Puerto Rican. In addition, this colleague listened to the audio
tapes and read the Spanish and English transcriptions in order to independently identify
themes, patterns and issues that emerged in the participants’ narratives. This colleague
was chosen because differences in gender, nationality and work settings could provide
the opportunity to notice themes, patterns and issues different from those identified by
me.
I also kept a personal log as a way of reflecting on the study (Bogdan and Biklin,
1982). My identity as a Puerto Rican female (similar to the participants) helped me gain
access to a community similar to the subjects, but at the same time my personal
experiences and professional work as a bilingual/bicultural English immersed therapist
could have affected how I experienced the interviews and how I made sense of the data
(Zavella, 1993; Lather, 1991). This log enabled me to record my feelings, thoughts, and
biases that might emerge while conducting the research.
Qualifications of the Researcher
For more than twenty years I have worked as a bi-lingual/bi-cultural
psychotherapist in clinician and mental health treatment facilities, prevention services
and educational settings. I have worked with male and female clients of different ages. In
19911 moved from Puerto Rico to Amherst, Massachusetts to pursue a doctoral degree.
During the last six years I have had the opportunity to work with different agencies that
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provide mental health services to Latinos, mostly Puerto Ricans, in this area of Western
Massachusetts. I find in my practice a high incidence of low income Puerto Rican
women, mostly single parents on welfare, who are diagnosed with major or chronic
depression. A great number of these women are treated with anti-depressants, but even
when they undergo the prescribed pharmacological treatment, the symptoms frequently
persist. In 1994 and as part of my therapeutic practices with low income Puerto Rican
women at a mental health clinic in Holyoke, I had the opportunity to run a particular
group for women who had diagnosis of depression. I had been seeing seven women for
individual sessions and they were also on medication for their depression. They did not
seem to be making progress in their condition after a considerable number of sessions. To
my understanding as a clinical therapist, these women were still presenting issues such as
low self esteem, isolation, sadness, hopelessness, that even when had been discussed and
dealt in therapy did not seem to go away, not even with medication. The possibility that
these could be associated with the social conditions in which these women were living
were evident to me. So I decided to have them meet as a group.
I had been told by my supervisor and other therapists at the agency that the
possibility of success with the group would be minimal, since “Puerto Rican women
don’t come to groups”. Having that observation in mind I decided to try a different
approach. The model I used was more social in nature where the women were invited to
come together to talk about issues that concerned them. The group successfully met for
ten sessions forming bonds that lasted long after the group was over. The women found
out that they lived in the same neighborhood, although they have never met each other,
that their children went to the same schools and that as low income Puerto Rican women
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that had migrated to the continental United States they shared more commonalities that
differences.
To me as a therapist with a social justice background it confirmed the fact that
there have to be innovations in therapeutic interventions that really address the clients’
needs and move them to make changes that empower themselves and help them live
fulfilled lives. This should be the goal of sound liberating therapeutic practices.
It is important to note that I understand that as a researcher I can have my own
biases. First even when I share the same ethnicity and sex as the participants, there is a
difference in socio-economic level, reasons for migration, personal and professional
experiences, and location of residence. I am also aware of my identity as a
psychotherapist, a factor that was clarified with the participants, in order to minimize
perception of power and status issues as they experience in a client-therapist relationship.
To make sure that guiding questions were appropriate to obtain desired data I
conducted two pilot interviews. I had the opportunity to test my interview questions and
was also able to observe my own feelings and biases before the formal study would start.
My training as a psychotherapist enabled me to practice good interview and listening
skills as well as facilitated understanding of human interactions, and establishing rapport.
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CHAPTER 4
FINDINGS IN FIRST INTERVIEW
Introduction
To present the findings of this study this chapter begins with a sketch of each
case. These biographic sketches will introduce the reader to each participant’s life story
and allow the reader to have an overview of major themes in those stories. Spanish will
0

be used when making direct citations from participants’ conversations to maintain the
meaning of the conversation as close as possible to how it was recorded. An English
translation will follow each citation, trying to keep the meaning of the original
conversation. It is important to mention that the use of slangs or some words in Spanish
in the participants’ conversations cannot be translated without loosing the original
!

meaning. The resesrcher tried to keep the meaning while translating as close as possible
to the original version. A presentation of a demographic profile of the participants will
follow the sketches. The chapter will end with the main themes that were generated in the
analisis of the data from the first interview.
The primary question guiding this study addresses the perception that six low
income Puerto Rican migrant women who have been diagnosed with clinical depression,
have of the role that socio-economic factors and other life difficulties experienced in the
context of migration, might play in their condition of depression.
This chapter will present:
Participants’ history of multiple migrations, at first with their parents, and later on
their own as adults. This pattern to which participants adhere is known in previous
literature on migration as “revolving door migration”.
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Patterns and themes in the lives of participants such as history of parental and
marital abuse, experiencing life in rural areas of Puerto Rico and in families of origin
with large number of children and limited economic and social resources.
Finally, participants’ perception of social factors that play a role in their condition
of depression, and of their experience of medical treatment they have received or are
receiving for this condition.
Case #1: Margarita
Margarita is 30 yrs old. She was bom in New York City in 1969 from Puerto
Rican migrant parents. Margarita’s parents migrated to New York City in the 1950’s, in
search of a better life for the family. Her father found a job in a restaurant washing
dishes, and a short time later became a cook. He worked in the same restaurant for 15
years. Margarita and two of her siblings were bom in New York. Margarita’s mother
wanted badly to go back to Puerto Rico. Life in New York City was “tough”. Margarita’s
parents never learned to read or write and they did not speak English. Her father was
injured in his job and became disabled. In 1974 the family moved back to a rural area in
the south coast of Puerto Rico, where they had six more children. At that time finding a
job in Puerto Rico was not easy. He tried to open a small grocery store, but it failed.
Margarita’s father then turned to drinking, and become an alcoholic. Margarita was five
when her family moved to Puerto Rico. Margarita is the third of nine brothers and sisters.
There was a significant incidence of domestic violence in her household. Margarita is
very resentful of her mother. “ My mother was not a very good mother either . Although
parents lived together until father died, “life in my family was hell’ - Margarita said.
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Margarita went to school up to Seventh Grade, when her mother pulled her out of
school so she could help her mother with house chores her younger siblings. Margarita is
very resentful about this. Margarita liked school and was doing well. Mother was very
abusive toward Margarita, including verbal and physical abuse, and often told her that
Margarita was not her daughter. Margarita tends to identify more with her father, seeing
him also as a victim of her mother’s behavior.
In 1985, when Margarita was sixteen years old, she left home to “escape” from
her mother. She went to live with a man ten years older. By 1988 and at age nineteen,
Margarita already had four children. Life with him was a history of violence, dominance,
and isolation. At first they lived with her partner’s parents and then they moved to a
house where they had no electricity or running water. He did not allow her to have
friends or relate to her nuclear family.
Margarita moved to Chicago in 1988 to escape from that relationship. She lived
there for a year and then moved back to Puerto Rico.
In 1991 Margarita moved to Philadelphia with a new partner that she had just met
in Puerto Rico, again to escape from her prior situation. They were living together for
only three days, when he began physically abusing her.
El me encerraba en el closet, me escondia los
zapatos, me abusaba sexualmente introduciendome objetos
por la vajina. Me sentia cautiva en un lugaar que no
conocia a nadie. Donde todos me eran extra~os, y yo no
sabia hablar ingles.

He locked me in closets, he hid my shoes, and
sexually abused me introducing objects into my vagina. I
found myself captive in a place where I knew no one.
Where everyone was a stranger, and I did not speak
English.
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They moved to Holyoke, Massachusetts in 1992, because her partner’s family was
here.
Yo crei que iba a ser major esta vez. Por lo menos
estariamos cerca de su familia, pero fue mas de lo mismo.
En uno de esos ncidentes violentos, los vecinos llamaron
aDSS y estos llamaron a la policia. Elios me ofrecieron
proteccion. Asi fue como consegui ayuda.

I thought this time it was going to be better. At least
I would be near his family, but it was more of the same. In
one of those violent incidents, the neighbors called the
Department of Social Services and they called the police.
They offered me protection. That’s how I got help.

A few months later while still living with her partner Margarita explains that:
En una de esas peleas, el me dio. Yo estaba tan y
tan cansada de eso que lo apunalee con un cuchillo.

In one of those fights he hit me, and I was so tired
of it that I stabbed him with a knife.

Margarita was found guilty of attempted murder and went to jail. Her children
went to the Department of Social Services’ custody and placed in foster care for two
months. Margarita was released on probation and that required that she have psychiatric
treatment. She was referred to a Mental Health clinic in Springfield and started therapy.
Margarita now lives in an apartment in Holyoke with her four children, two boys,
ages 13, and 10, and two girls ages 9 and 8.
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At the beginning of her therapeutic sessions Margarita was seeing a female
therapist.
Ella era lo mas buena. Era americana, pero hablaba
espanol. Yo no estaba tomando ningun medicamento y
estaba sintiendome bien. Sentia que podia hablar
libremente con la tetrapista y que ella me entendia. Pero
usted sabe, cuando uno se esta sintiendo mejor entonces
deja de ir y eso fue lo que yo hice. Cuando termine la
probatoria ya me sentia mejor y como no vivia con ningun
hombre, pues me sentia bien. Deje de ir al tratamiento
como por un ano.

She was good. She was American, but spoke
Spanish. I was not on any medication, and was doing fine. I
felt that I could talk freely with her and she understood. But
you know when you start feeling better, you stop going.
That’s what I did. When probation ended I was feeling fine
and since I was not living with any man, I was doing well.
Then I stopped treatment for almost a year.

Regarding her personal life during that year, Margarita reports:

Comence a sentirme sola. Tuve algunos novios o
amigos, pero nada en serio. Estaba decidida a no vivir con
ningun hombre. Tenia miedo de las relaciones. Tenia temor
de que me fiiera a pasar las mismas cosas de nuevo.
Empece a tener ganas de matarme. Empece a pensar mucho
en eso. Me preguntaba porque me tenian que pasar a mi
tantas cosas en la vida, porque mi madre habia sido
conmigo asi. Pensaba que yo era la unica en el mundo que
habia pasado por tanto.

I started to feel lonely, isolated. I had a few
boyfriends, but nothing serious. I was committed not to live
with any man. I was scared of relationships. I was
concerned that things would happen again. I started to have
suicidal thoughts and questioning why so many things had
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happen to me. Why my mother had been that way, and
feeling that I was the only one in the world that had gone
through these experiences. I didn’t have any friends, and
didn’t want to talk to anyone.

Margarita tried to kill herself by drinking a bottle of house cleaner. When this
happened, Margarita became concerned about her feelings and what she would be willing
to do with her life. Margarita also started thinking about her children, and what would
happen to them if she died.
At that time she looked for help and went back to the same clinic. This time
Margarita was referred to another therapist, because her prior therapist had left the clinic.
This time she was assigned to a male therapist. He thought she was depressed and
referred her to the psychiatrist. At this point in treatment she was prescribed medications.
She has beeing on them since then. Margarita can name some of the medications she is
taking: Klonopin, Remeron, Trazadone among others . A month ago they substituted
Trazadone for Ambien, because she was not feeling any better. When asked by the
researcher what she thinks is the reason for her depression, Margarita answers:
Las cosas que me hacen deprimir son la soledad, el
abuso que he vivido. He aprendido a vivir por mi sola, a no
relacionarme con nadie. A no confiar en nadie. No puedo
estar donde hay mucha gente. Tengo corage porque no
aprendo a hablar ingles, y porque tengo que hacer lo que
otros quieren que yo haga. Por eso me aislo.

Things that have helped me be depressed: Isolation,
abuse. I learned to live by myself, not to relate to anyone.
Not to trust anyone. I can’t be around too many people. I’m
angry because I can’t speak English. Because I have to do
what others want me to do. That’s why I isolate.”
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Case #2:Rosa
Rosa is 38 years old and was bom in a rural town in the western part of the Island.
She comes from a family of ten siblings who were brought up with both parents. Her
father worked in a factory and her mother as a homemaker. Her father was an alcoholic
and life at home was “miserable”. Rosa was one of the youngest in the family. She left
school in Ninth Grade and went to work. By then, the children’s mother had abandoned
the family, and they stayed with their father. When she was twenty, Rosa went to live
with her brother in Boston, MA, but she stayed there for only six months. She did not like
living in Boston and when her brother went back to Puerto Rico, she went back with him.
Rosa went back to her town and back to his father. As she explains:
La vida alii era un infiemo, el siempre borracho y
peleando y uno tratando de echar pa’lante.

Life there was hell. He was always drunk and
arguing, and I always tryed to move forward in life.

Rosa left her father to live with her boyfriend. She had her first child, and they
moved to a small city north of her hometown in search of progress and tobe closer to
doctors and hospitals. There she started working in a factory and soon had her second
child. Life was always busy and her children’s father was of no help. Rosa reports:
Uno trabaja que trabaja y el era un irresponsible,
bebia a diario, y se la pasaba con amigos y luego llegaba a
la casa a maltratarme. Todo lo tenia que hacer yo, todo le
estaba malo. Yo me canse de aguantar y decidi entonces
que era mejor estar sola.

I worked and worked and he was irresponsible, he
drank daily and spent a lot of time with his friends and then
when he got home he started arguing and mistreating me.
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He found everything wrong. I got tired and decided that it
was better to be by myself with the children

Rosa’s sister helped with the children while Rosa worked in the factory. Rosa was
always tired and sad. She isolated herself and had no friends or time for anything, and
money was always scarce.
La vida era aburrida y yo estaba siempre triste y
cansada, pero para mi que asi era la vida. Trabajar y
trabajar y nada mas.

Life was boring and I was always sad and tired, but
I thought life had to be like this. Work and more work and
nothing else.

In 1996 Rosa send her oldest son, Tony, then age 10 to spend the summer to a
small size city in Western Massachusetts with her sister-in-law, Ana. Ana had been living
there for several years. She and her husband had migrated earlier and lived with their
children in a nice apartment. They both worked and the children went to a “good school”.
Tony liked the area and wanted to stay in school with his cousins. As Rosa reports:
Tony era buen estudiante y yo hacia cualquier cosa
por verle salir adelante.

Tony is a bright student and I would do anything to
help him move forward.

Tony went to the same school as Ana’s children and did well. Tony kept telling
Rosa to move here. In 1997 Rosa moved from Puerto Rico with her youngest son and got
an apartment with her two sons. Rosa found a job as a janitor in a local mall. In this job
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she didn’t have to talk, and it helped because she did not know English. She describes
that experience when she said:
Las cosas eran dificiles porque yo no sabia ingles.
No te ayudaban en nada. Recuerdo el training, yo no
entendia nada y si no es por un companero que tambien
estaba cogiendo el training, yo no se que hubiese sido.

Things were difficult since I didn’t know English. I
remember the training, I didn’t understand a thing, and had
it not been for a co-worker that was also in training, I don’t
know what would have happened to me.

Rosa was concerned about her sons because they had to stay home by themselves
when they got home from school. She worked far from home and had to take public
transportation to go to work. It took her almost an hour to get home, and longer if there
was bad weather.
For Rosa, winter was a new experience, as was leaving her children alone while
she was at work. Rosa arranged with her sons to take public transportation to the mall
where she worked, and had them wait for her until she left her job. Her employer
complained to Rosa about having her kids around. And besides that, it was a long wait for
the children who then got home late and tired. Rosa asked to work an earlier shift, but the
employer did not help. Things were too complicated, and Rosa decided to give up her job
and stay home with the kids.

Rosa started feeling sad and tired again. This time she cried a lot, and had
problems sleeping. She did not have money to support her family, and went on welfare,
but that made her feel worst.
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Es como si uno estuviera pidiendo dinero o
viviendo de otro. Yo estoy acostumbrada a trabajar. Me
puse a estudiar ingles para poder tomar el GED y conseguir
un trabajo en las escuelas. Asi tengo el itinerario de los
nenes y les puedo atender tambien.

It is like if one is begging for money or depending
on others. I am used to work. I then started studying
English to see if I can take my GED and then find a job in
the schools. That way I would have the same schedule as
my sons and be with them when they are home.

Rosa’s health did not improve, and she was referred by her primary care physician
to a counselor. The counselor thought that she was depressed and referred her to the
psychiatrist. He prescribed medication for her depression and gave her medication to help
her sleep.
Rosa thinks that the medication is not helping. She still feels sad and even more
tired. She spends a lot of time in bed. She feels she is not available to her children and
they are resenting it. To further complicate her life, her medical insurance discontinued
providing services in the area and Rosa is in the process of getting a new therapist and
psychiatrist, but she is on a waiting list. In the meantime she still has medication, since
they provided prescriptions for several refills. Despite this situation, Rosa continues in
school to learn English but everyday is becoming harder to attend.
Case #3: Ana
Ana is 36 yrs old. She was bom in Puerto Rico, in a small town in the mountains
in the center of the Island. She comes from a group often siblings. Ana is a middle child.
She moved to Holyoke in 1993 after her husband left her. She has a brother and a sister
living in Holyoke, and they help her move to the area. She lived with her brother and his
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family until she found an apartment. Ana has a son who is seven and a daughter who is
six. They both go to school.
When Ana was in Seventh Grade she got sick with anemia and left school. After a
year out of school she went back and continued until Tenth Grade when her father got
sick and had to leave his job. Ana went then to work in the factory to help her family. As
she explained:
Trabajar me hacia sentir bien pues me sentia util, ya
que estaba ayuadando a mi familia.

Working really made me feel good since I was
helping my family.

Talking about her family Ana reports:
Eramos pobres, pero nos llevabamos bien. Mi papa
siempre trabajo con el gobierno, en mantenimiento en los
parques, y teniamos lo necesario. Nos llevamos bien y nos
ayudamos unos a otros.

We were poor, but my father always worked with
the government, as a janitor and taking care of the parks.
We always had what we needed. My family gets along
well, and we help each other.

In Puerto Rico, Ana worked for ten years in the same factory. She met her
children’s father when she was twenty-five and he was ninenteen. They got married two
years later. She left her job to move with him to another town. Soon they had their two
children. The marriage did not last long. Her husband left her for another woman. As Ana
reports:
El se enamoro y me dejo con los dos nenes
chiquitos. Yo no me he podido sobreponer a esto. Fue un
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tiempo bien dificil, pues el tenia otra mujer, pero vivia en
casa. Se puso bien abusador y yo me sospeche. Cuando lo
confronte, el lo acepto, pero las cosas se fueron poniendo
peor. Me senti humillada y pense que la vida terminaba
para mi. Solo Dios sabe como me he sentido. Asi fue como
me vine para aca. Mi hermano y mi hermana que viven aca
me mandaron a buscar. Pero yo creo que ha sido peor.

He fell in love with another woman and left me with
two babies. I have not overcome this. Those were very
difficult times, since he had another woman, but lived in
my house. He turned very abusive, and I started get
suspicious of him having an affair. When I confronted him,
he admitted that he had another woman, but things turned
worst. He made me feel humiliated, and I felt that life was
over for me. Only God knows how I felt. That is how I
ended up here. My brother and sister trying to help sent for
my children and me. But I think it has been worse.

Even when Ana has her brother and sister near she feels that she misses her whole
family. Her father died two years ago, and she went to Puerto Rico for his funeral. She
feels disconnected from her family and she would like to return to Puerto Rico some day.
What keeps her here is her children, she says, and that she values the education they are
getting here.
Regarding her condition of depression Ana says:
En Puerto Rico me daban pastillas para dormir pues
ni comia ni dormia. Desde que llegue aqui, he estado en
tratamiento. Primero vi a un terapista y el me refirio al
psiquiatra. Desde entonces tomo pastillas, un monton y
siempre estoy asi como boba. Me la paso durmiendo, pero
al menos no pienso. Yo no se ni lo que estoy tomando.
Ahora mismo no tengo terapista pues el que tenia se file y
estoy esperando que me asignen uno. Medicinas si tengo
pues me dan “refills”.

In Puerto Rico they prescribed sleeping pills for me,
since I did not eat or sleep. Since I moved here, I am on
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treatment. First I saw a therapist and he then referred me to
the psychiatrist. Since then I am taking medications. Lots
of them. And I am always sedated. I sleep a lot, but at least
I am not having those thoughts. I don’t even know what
medications I am taking. At this time I don’t have a
therapist, since the one I was seeing left. I am waiting to be
assigned to another one. I still have medications since they
give me refills.

Case #4: Isabel
Isabel was bom in 1961 in Humacao, a town in the eastern coast of Puerto Rico.
She is 39 yrs old. She never went to school because as the oldest of seven siblings, she
had to help with house chores and care for the younger ones. Her family migrated to New
York City when Isabel was six in search of a better life. They moved from a town in the
eastern part of Puerto Rico, where at that time jobs were scarce due to closing of several
sugar cane manufacturing companies on the Island. Agriculture for this family was not an
option since they did not own any land. While in New York her father had several jobs,
but as Isabel reports, her father never adapted to life in that city.
When Isabel was thirteen her parents separated and her father went back to Puerto
Rico. When she was sixteen she moved to Puerto Rico with her father and a mentally ill
brother. In Puerto Rico her father was unemployed and began drinking. Isabel was in
charge of both her father and her brother. Her relationship with her mother was cut off,
since Isabel felt her mother did not care about her children.
Isabel was married at age nineteen. She had five children and the marriage lasted
twenty years. As Isabel explains, it was “hell”. There was a history of abuse and
alcoholism from her husband. At the same time Isabel was still taking care of her father
and brother, besides her own children and husband.
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When her father died, Isabel decided to leave her husband. She moved with her
five children to New York City hoping to find support from her mother. But her mother
was of no help. Isabel’s sister, who lives in New York contacted a friend living in
Holyoke, MA. In November of 1995, Maria moved to Holyoke with the help of this
friend.
Living conditions for Maria and her children were intolerable, as she recalls:
Lo que consegui fue un apartamento de un cuarto
que casi no tenia calefaccion. Habia cucarachas y ratones y
dormiamos en mattresses en el piso. El “lanlor” me iba a
conseguir uno mas grande pero pasaba el tiempo y no hacia
nada. Una amiga me conecto con welfare y consegui los
cupones y algun dinero. Pero las cosas estaban malas. Yo
me sentia fatal.

What I found was a one bedroom apartment with
little or no heat. There were cockroaches and rats and we
slept on mattresses on the floor. The landlord had promised
that he would find us a better apartment, but the time went
by, and he did nothing. A friend took me to the Welfare
Department and they gave me food stamps and some
money. But things were very difficult. I felt awful.

Isabel’s health was deteriorating and she felt that life was too much for her. She
decided to send the three oldest children to their father in Puerto Rico, and she kept her
two youngest children with her. As Isabel recalls:
A mi me dio un “ataque de nervios” y me creia que
me volvia loca. Entonces le dije a mi vecina que viniera a
mi casa y ella llamo al 911. Elios vinieron y me llevaban
pa’l hospital. Le dije a la vecina que me cuidara a los
nenes, y a los pocos dia como yo no salia del hospital, mi
vecina llamo a DSS porque ella no los podia cuidar y me
quitaron los nenes , diz que en lo que yo salia del hospital.
Mire y hasta el dia de hoy.... Ya llevan cuatro anos de
“foster home” en “foster home” y no me los quieren dar.
Yo no se que mas ellos quieren que yo haga, pues estoy en
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tratamiento como ellos mandan, voy a la clinica todos los
dias y hasta me he puesto a estudiar. Pero cada vez ponen
mas excusas. Tengo a la nena los Viemes y a veces la dejan
quedarse hasta el sabado. Pero al nene no lo veo casi, pues
a ese se la pasan cambiandolo de sitio pues dicen que tiene
muchos problemas . Pero como cree usted que no va atener
prpoblemas si el lo que quiere es estar conmigo. Ya el tiene
diez anos. Ya el sabe. Estoy esperando que el papa los
reclame. Entonces si se los dan a el yo si que me voy para
Puerto Rico.

I had a nervous breakdown and I thought I was
going crazy. I called my neighbor and she called 911. They
came and took me to the hospital. I asked my neighbor to
take care of my children. But because I stayed in the
hospital my neighbor called DSS, and told them she could
not keep the kids. DSS took them away, and told me they
would take custody while I was in the hospital. And then I
could have them back. But you know it’s been four years
and they still have my kids, from foster home to foster
home, and they don’t give my children back to me. This is
driving me crazy now. I have done everything that they
have asked from me. I am in treatment, I go to the clinic
everyday, and I am even attending school. But every time
they add more excuses. I have the girl on Fridays and
sometimes she stays overnight, but I hardly see the boy,
they keep moving him from foster home to foster home
because they say that he has lots of problems. But how do
you think he is not going to have problems if all he wants is
to be with me? He is ten years you know. He knows what
he wants. I am waiting for their father to come from Puerto
Rico and claim them. Then I will also leave.

Isabel lives in an apartment with three bedrooms waiting while her problem with
DSS is resolved. She has been in treatment for depression for the last four years and is
taking several medications, including anti-psychotics, although she has not been
diagnosed as psychotic. She has overdosed on medications and had to be hospitalized
several times, which does not help with recovering her children from DSS. But as Isabel
describes her situation:
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Es como si estuviera en un callejon sin salida. Vine
aqui a buscar mejorar mi vida y la de mis hijos y ha sido
peor. De que me sirve vivir si ahora si que no tengo nada.
No los tengo ni a ellos.

It is like if I am in a dead end street. I came here in
search of a better life for me and my children and it has
been worse. I feel there is no reason to live. Now I have
nothing, not even my children.

Referring to her treatment Isabel reports:

Se la pasan cambiando a uno de terapista pues los
buenos se van y tiene uno que contarle de nuevo todo al
que llega. Yo a veces creo que no me creen. Y el psiquiatra;
esa no habla espanol. Tiene uno que ir con una que le
traduce. Sabe Dios que le dice, pues yo no entiendo na. Me
cambian las medicinas y yo no se ni pa’que son. Hay dias
que me siento mejor, pero mire ya yo no se ni que hacer,
pues me la paso llorando y desespera, pues yo lo que
quisiera es tener a mis hijos y no los tengo.

They keep changing therapists. I think that the good
ones don’t stay too long, and then I have to start telling the
story all over again. I think that they don’t even believe me.
And the psychiatrist does not speak Spanish. You have to
see her with someone that translate what I say. God knows
what they tell her, I don’t have any idea because I don’t
understand anything they tell each other. All I know is that
they keep changing my medications, and I don’t even know
what they are for. There are days that I feel better, but you
know, I don’t know what to do, I cry all day and I’m
desperate, all I want is to have my children with me, and I
don’t have them.
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Case 5: Elisa
Elisa was bom in San Lorenzo, Puerto Rico. She is 39 years old and lives in
Holyoke with three of her five children. The two oldest are married and live in a nearby
town. Elisa has five grandchildren.
Elisa is the oldest of 12 siblings. They lived in a rural community in Puerto Rico.
Her family was very poor, and she left school in Fourth Grade so she could help her
mother take care of her brother and sisters. Elisa remembers that it was too much work
for her age, but she had to help. By age fifteen Elisa was tired of her life at home
although she loved her mother and father and her siblings. Regarding her life at that age
Elisa reports:
Yo creo que empece muy joven con tantas
obligaciones y deberes, y me cance. Conoci entonces el
papa de mis hijos y me fui con el. Pense que todo iba a ser
major. Pero file peor. Solo mi hermana sabia que yo me
iria. Estuve una semana fuera y mi mama por no saber de
mi enfermo, tuve que volver, pero ya estaba con el, asi que
le pedi perdon a mi mama y le prometi que nunca dejaria de
ayudarle. Asi que me eche dos casas encima. Enseguida
empece a parir y ya ve alos 20 anos tenia ya cuatro
muchachos y seguia ayudando a mi mama. El pai de mis
hijos era alcoholico y me daba esas pelas.... Entonces el
nene mayor mio se metia a protejerme y el le daba tambien.
Era un infierno. Resolvi dejarlo para que no hubiera una
tragedia. Pensaba que un dia nos podia matar.

I think I started too early with too much
responsibility, and I got tired. I met my children’s father
and left with him, thinking that life was going to be
different. But it was worse. Only my sister knew what I had
done. My mother suffered so much because of what I had
done that she became ill. After a week I had to come back
to see my mother. But I was already with him, so I asked
her to pardon me and I promised that I would always help
her. As you can see I then had two houses to tend. I soon
was pregnant and by age twenty I already had four
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children, and I was still helping my mother. My children’s
father was an alcoholic, and he used to hit me. By then my
oldest son, who was still a child tried to protect me, and his
father also hit him. It was hell. I decided to leave him to
avoid a tragedy, I feared that one day he could kill my
child.

Elisa came to the area for the first time seeking treatment for one of her daughters
who needed eye surgery. Her brother lived in the city and helped Elisa get the medical
attention needed. She stayed until her child recovered and then went back to Puerto Rico.
Some months later she decided to pack up her four children and move back to the area.
Everything went well, and she found the help she needed. But as she recalls:
Me sentia tan sola y no sabia hablar ingles. No tenia
amistades y mi hermano que vivia aqui se habia mudado
para Nueva York a trabajar. Mi familia en Puerto Rico me
decian que me fuera, yo ya no me sentia bien. Mire sali de
todo, lo vendi, entregue el apartamiento y me fui. Pero fue
peor. Pues no tenia dinero ni donde vivir y me la pasaba de
casa en casa. Estuve un tiempo con mi mai y otro con una
tia, pero todo iba de mal en peor. Decidi entonces mudarme
para aca. Llegue y consegui apartamiento otra vez puse los
nenes en la escuela y consegui welfare y los cupones.
Cuando todo estaba mas o menos estable me empezaron los
dolores de cabeza y como mareos. Fui al medico y me
encontraron que tenia epilepsia. El neurologo que me
atendio dice que pudo ser de los golpes que me daba el pai
de mis hijos, pues me tiraba contra el piso o las paredes.
Desde entonces estoy en tratamiento para esto. Yo llegue
aqui en 1986 y dije que no volvia mas para Puerto Rico y
no he vuelto. Ha sido duro, cuando tu no hablas ingles y no
tienes mas familia que tus hijos pequenos. Pero aqui he
criao a mis hijos. Todos han ido a la escuela y ya hay tres
trabajando. Han sido Buenos hijos. Una se caso y ya tengo
dos nietos. Aqui tuve esta ultima nena que tiene ahora once
anos. Pero el pai de ella es responsible y le da su dinero y la
atiende, Pero mire... yo sigo sola con mis hijos.

I felt so lonely, and I did not speak English. I did
not have friends here and my brother who used to live here
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had found a job in New York. My family in Puerto Rico
kept telling me to come back. I was not feeling well. You
see, I left everything, sold what I could, gave up the
apartment and left for Puerto Rico. But it was worse. I did
not have money or a place to live. I lived sometimes with
my mother and sometimes with an aunt. I went from house
to house with my four children. Things went from bad to
worse. I finally decided to move back to this town. I found
an apartment right away, registered my kids in school, and
they gave me welfare and food stamps. It was when things
were more stable that I started with headaches and seizures.
I went to see the doctor and they send me to the
neurologist. They diagnosed me with epilepsy. The doctor
said that it could be head trauma due to injuries received
when my head hit the walls and the floor when my husband
physically abused me. I have been in medication for this
since then. I came here in 1986 and decided that I would
never go back to Puerto Rico. And I have kept my word. It
has been hard when you do not speak English and your
only family is your young children. But here I have raised
my kids, all have gone to school and three of them are
working. They are good children. My oldest daughter and
one son got married and I have five grandchildren. My
youngest daughter was bom here. She is now eleven. Her
father is a good father, and takes care of her needs (helps
financially). But you know I live alone with my children.

Elisa feels that her life is full with her children and grandchildren, but she still
misses her family in Puerto Rico. When referring to them she says:
Es fuerte cuando tu vives en un sitio y tu no hablas
ingles. A principios me mude a esta area, era mas tranquilo
y ppodias ver y hablar con tus vecinos. Pero hoy en dia hay
muchos problemas en la calle. Criminalidad, drogas, ya uno
no puede salir afuera. Si me llaman de la escuela yo voy, y
salgo para las citas. La vida es muy solitaria aqui. Sueno a
menudo con mi familia en Puerto Rico. Y sigo tratando de
adaptarme aqui. Soy Pentecostal usted sabe., pero ya no
voy a la iglesia. Me disgustan los grupos y cada vez me
aislo mas. Me quedo en casa todo el tiempo y solo salgo
cuando es necesario. Mis hijos casados vienen cuando
pueden pero ellos trabajan y tiene sus hijos y sus
responsabilidades.
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It is hard when you live in one place and you don’t
speak English. When I first moved here it was quiet and
you could see and talk to your neighbors, but nowadays
there are a lot of problems in the street, criminality, drugs. I
don’t go out anymore. If they call me from the school I go,
and I go to my appointments. Life gets to be very lonely. I
dream frequently about my family in Puerto Rico. I keep
trying to adapt. I am a Pentecostal, but I don’t go to church
anymore. I stay home all day and only go out when I have
to. My daughter and my son come to visit, but they are so
busy. They have their jobs and their own family too.

Elisa sobs, cries and seems very sad during most of the interview and she explains
that this is a very sensitive topic for her.
Case #6: Wanda
Wanda is thirty six years old. She was bom in a rural area of Arroyo, a town on
the south coast of Puerto Rico. She was the middle child in a group of seven children.
They were very poor. She remembers when her parents decided to take her out of school
because she was not making progress and was needed at home to help with house chores.
Her father was a seasonal migrant who came to the United States to “pick tomatoes”, she
says. The rest of the time he was unemployed in Puerto Rico and drank a lot. When
Wanda was seventeen, she moved to Chicago with an aunt. She only stayed there for
three months. She did not like it there and returned home. She had worked in the factory
for some time when she met her children’s father. She went to live with him and about
that relationship she reports:
El no era mala persona pero usted sabe bebia
mucho. No tenia trabajo fijo y lo que ganaba se lo bebia.
Llegaba a casa borracho y pegaba a pelear. Yo ya tenia el
nene y trabajaba tambien. Mi hermana me lo cuidaba y yo
llegaba a casa a hacer los quehaceres y a bregar con el
nene. Me levantaba por la manana a las cinco, pues tenia
que preparar todo porque tenia que dejar al nene en casa de
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mi hermana y dejarle comida hecha a mi marido. Entraba a
trabajar a las siete y trabajaba de pie todo el dia. Ya se
puede imaginar. Salgo encinta de la nena y ahi se pusieron
las cosas peores. Yo casi no podia ya trabajar con la
barriga. Y este bebe que bebe y cogia un trabajo aqui y otro
alia. Pero se bebia lo que ganaba. Decidi dejarle y me fiii a
casa de mi hermana. Alii nos ayudabamos las dos. Ella
cuidaba mis nenes y asi yo podia trabajar y la ayudaba con
los gastos. Pero apenas podiamos con los gastos. Ella tenia
tres ninos y no habia hombre en el hogar. Lo que yo ganaba
apenas daba para cubrir algunos gastos.

He was not a bad person you know. But he drank
too much. He didn’t have a regular job, and what money he
earned, he used it for drinking. He used to get home drunk
and started arguing for no reason at all. At that time, I
already had my son, and was also working in the factory.
My sister took care of my son while I went to work, and
when I got home I had to do the chores and tend the baby. I
had to wake up at five in the morning, since I had to
prepare lunch for my husband and get the baby ready to
leave him in my sister’s house. I had to be at work at seven
and work standing all day. You can imagine... I became
pregnant with my daughter, and things got worse. My
partner drank all the time and did not have a steady job.
Whatever money he made he spent in alcohol. I decided to
leave him, and went to live with my sister. We helped each
other. She cared for my children and I helped financially.
She had three children of her own and no man to provide
for anything. The money I made scarcely met our needs.

Wanda had some relatives in different parts of the United States. Some of them
had been seasonal migrants who had moved with their families to the United States. Her
cousin, who lived in Holyoke, told Wanda about the area and the possibility of finding a
job there. Wanda moved with her two children in 1990. She has a brother in New Jersey
and another brother in Chicago. Her father died as a consequence of alcoholism. Wanda s
sister came to the area with her children but left, because she did not like the cold
weather.
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As Wanda reports:
Yo me he quedado aqui, pues conoci al pai de mi
tercer nene y el es responsable con su hijo. A veces me
ayuda con los otros. Pero no vive conmigo. Yo quisiera
trabajar pero no tengo escuela ni se ingles. Siempre me dio
trabajo aprender, por eso me sacaron de la escuela. Recibo
welfare, me dan cupones y tengo housing. Pero la verdad
que estoy esperando que el chiquito vaya todo el dia a la
escuela para ver si me pongo a estudiar algo y puedo
conseguir un buen trabajo. El problema es que no se ingles.
No lo he podido aprender. El hijo mayor me traduce. El si
sabe.

I have stayed in the area since I met my third child’s
father here. He provides for his son, and frequently helps
with the other two. But he does not live here in the
apartment with us. I have wanted to get a job, but I don’t
have any formal education and I don’t know English. I had
learning problems and that is why my parents took me out
of school when I was in Sixth Grade. I did not learn
anything, not even how to write and read well. I live on
welfare, receive food stamps and subsidized housing. But
the reality is that I am waiting for my younger child to go
all day to school to see if I can take some courses and then
find a good job. The problem is with the language. I have
not learned English. My oldest son translates for me.

When talking about her depression Wanda reports that she has been in treatment
for the last five years. She has changed therapists several times, and the medications she
is taking does not seem to help.
Ya una se cansa de lo mismo y siempre sigue igual.
Yo me la paso durmiendo y cansa' todo el dia. Es poco lo
que puedo hacer y despues con estos muchachos que uno
no encuentra donde llevarlos. Vivo aqui en este chispo de
apartamento y no hay patio ni na'. Ver television es lo
unico que uno puede hacer. Mire se le ponen a uno los
nervios de puntas. Si me quejo mucho me dan mas
medicamentos. Y cada vez que me cambian el terapista
tengo que contar todo de nuevo, Yo pienso que ha veces
ellos no te creen‘na.
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You get tired of the same, and you always feel bad.
I spent a lot of time sleeping and tired. There is very little
that I can do. I live here in this small apartment, and there
is no place for the kids to play outside. Watch television is
what you can do. You see, my nerves get really bad. If I
complain or tell them how I feel, I get more medication.
And every time they change your therapist you have to tell
everything again. Sometimes I think they don’t believe me.

Wanda spends most of her day in bed or trying to "kill the time" (matar el
tiempo), as she says, waiting for her kids to come home from school.
Demographic Profile of Participants
Participants’ age ranged from 30 to 39. One of the six participants was 30, two
were 36, one was 38 and two were 39 at the time of the interview. One of the six
participants was bom in New York, where her parents had migrated, and moved back to
Puerto Rico with her parents when she was five. Five of the participants were bom in
Puerto Rico. All of the participants went to school in Puerto Rico with the exception of
one who never went to school.
All six participants came from rural areas in Puerto Rico away from main
metropolitan areas. Two came from the southern coast of Puerto Rico, two from the
central part, one from the western coast and one from the eastern coast. The number of
children in the family of origin ranged from 7 to 11 children. Two families had 7
children, one family had 9 children, two families had 10 children, and one family had 11
children.
All six participants’ mothers were homemakers and cared for the children in the
household. The fathers used to work in farms, factories and janitorial or custodians jobs.
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As one participant reports: “ My family was very poor, we hardly had anything, but we
never lacked food on the table. My father provided”.
When giving reasons for leaving school, all participants agreed that money was a
factor. One participant commented: “ We had few clothing and no shoes. How can you
attend school like that?” Four participants reported that they left school to help with
house chores and care for younger siblings. Two other participants left school to get jobs
and help with home finances.
Only one participant completed Tenth Grade, a second participant left school in
Ninth Grade, one completed Eighth Grade, one completed Seventh Grade, one left school
when in the Sixth Grade, one completed Fourth Grade, and one never went to school.
All participants except one can read and write. None of the participants consider
themselves fluent in writing, reading, or speaking English. Two participants have taken
some English classes recently, but did not complete the course. One is enrolled in school
taking English and preparing to take the GED. Three other participants have never
studied English.
The participants have two to five children. Two participants have two children,
one participant has three children, one has four children and two have five children.
Children’s ages range from 6 to 22 years. Most of the children are school age. The older
children had completed high school except one who left school in Tenth Grade and is
working. One of the participants is a grandmother and has five grandchildren. As she
stated: “All my children are doing well. They finished high school and have families of
their own. They are good children, you know. Only one dropped out of high school, but
he has a job. They are all working and were very smart in school. I did my best. I live
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with my youngest daughter. She is eleven, is very bright and has good grades”. This
participant shows pride when talking about her children, and the job she has done as a
mother.
All six participants are receiving public assistance: two of them receive SSI
(Supplemental Social Security for Disability) and four are on welfare and food stamps.
Three of the women worked in factories in Puerto Rico, and one of them worked as a
janitor in one of the shopping malls in Massachusetts, but as she explained:
Yo deje mi trabajo porque mis hijos estaban solos
despues e la escuela. Esto me preocupaba. Yo trate de hacer
arreglos para se fueran al mall conmigo gasta que yo
terminara mi trabajo, pero mi jefe protesto. No tuve mas
opcion que renunciar. Ahora voy a la escuela durante la
manana a estudiar ingles, para ver si puedo estudiar y tomar
mi GED y de esta forma conseguir un trabajo en la escuela
y pueda estar con ellos cuando salgan. Me siento muy mal
dependiendo del "welfare”. Yo no estoy acostumbrada a
eso. Estoy acostumbrada atrabajar.

I left my job because my sons were home by
themselves when they got from school, and I was
concerned. I tried to have them wait for me at work until it
was time to leave, but my employer complained. Then I
didn’t have any other option, but to quit. Now I go to
school while they are in school to see if when I do better
with my English and get my GED I can find a job in the
schools and have their same schedule. I feel so bad been on
welfare. I am not used to it. In Puerto Rico I had always
worked.

The six participants had previous migratory experiences. One was bom in New
York City from migrant parents, another migrated with her family of origin as a child and
both participants returned to Puerto Rico as children. Two participants moved in their
teens with a sibling in search of jobs but also returned to Puerto Rico after a short stay in
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the continental United States. One moved to get medical care for her young daughter and
returned to Puerto Rico after the surgery. A sixth participant first migrated as a young
adult, but also returned to Puerto Rico after a short stay in the United States. Five
participants reported that they have stayed longer in this most recent migration.
When giving reasons for the most recent migration that brought them to Holyoke
r

Massachusettts, two participants reported that they were escaping from an abusive marital
relationship, one reported her husband had left her for another woman and she had just
had a baby and felt very sick, so her sister sent for her. One woman wanted to give her
children a better education and wanted an opportunity for self-growth. Two women
reported that they migrated to the area because they had relatives here and life for them in
Puerto Rico was tough and money was scarce.
All six women reported that they were separated from their partners/husband at
the time of migration. The participants’ have been in this area in this last migration from
eighteen years for the one that has been here the longest, to two years for the most recent
migrant.
All but one participant reported being a victim of physical and/or emotional
parental abuse in their childhood. All but one participant reported being a victim of
physical and/or emotional marital/partner abuse. One participant reported that her
husband left her for another woman and has little or no communication with her or the
children. It is common for most of the women in the study that their children s fathers are
absent from the children’s life. And in only one case the father in Puerto Rico has
custody of three of her children.
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The six participants stated that Spanish was the language that they currently use at
home. One participant reports that she practices English with her children since she is
going to school. The six participants also indicated that their social network is limited to a
few Puerto Rican family members and very few friends.
One of the participants had not visited Puerto Rico since she moved here in 1981.
One of the participants goes to Puerto Rico every summer. Four other participants have
visited the Island from one to three times after migration.
There are a number of issues that emerged from the participants’ cultural
demographic profile. The six participants are poor and live on public assistance with low
incomes. Six of them left school in elementary grades to help family of origin either with
house chores or join the workforce and help financially. Five of them married or ran
away with their partners/husbands in their teens to escape hardships at home. Five of
them were victims of parents’ violence and emotional abuse and later engaged in
relationships that were physical and emotional abusive. Despite these experiences these
five women were able to escape those relationships and have tried to establish themselves
in new environments in order to provide a better chance for them and their children. All
the children in five of the six households live or had lived with their mothers and are /or
went to/ school. Children in one family are under custody of the Department of Social
Services.
Summary of Themes
Revolving Door Migration:
This term refers to the bi-directional pendular movement of those who go back
and forth between Puerto Rico and the continental United States, spending time as
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residents in both places, but not enough time as to establish themselves fully in one place,
but maintaining ties and commitments in both locations (Rodriguez, 1974). For Puerto
Rican migrants this process is facilitated due to the political relationship between Puerto
Rico and the United States and their status of American citizens.
Five of the six participants in this study migrated more than once from Puerto
Rico to the Continental United States during different periods in their lives. All
participants agreed that the reason for migration was to search for a better life. The length
of stay varies from six months to eighteen years in one of the participants. The following
excerpt describes Margarita’s experience:
Mis padres emigraron para los Esatdos Unidos para
los anos cincuenta en busca de una mejor vida para la
familia .Mi papa enseguida encontro trabajo lavando platos
en un restaurant y llego a ser pronto el cocinero. Trabajo
alii por 15 anos, pero a mi mama nunca le gusto vivir en
Nueva York. A ella le gustaba mas en Puerto Rico. Nos
regressamos cuando yo tenia cinco anos. Mis dos hermanos
mayors y yo nacimos en Nueva York. Mis otros seis
hermanos nacieron en Puerto Rico.

My parents migrated to New York in the 1950's, in
search of a better life for the family. My father found a job
in a restaurant as a dishwasher and soon became the cook.
He worked there for fifteen years, but my mother never
liked it in New York. My two older brothers and I were
bom there. We moved back to Puerto Rico when I was five
My six other siblings were bom in Puerto Rico.

Rosa commented on her first migration experience:
Cuando tenia veinte anos, me fiii pa' Boston con mi
hermano que ya estaba alia. El me decia que me fuera con
el, pue podia conseguir trabajo facil. Pero no habian pasado
ni seis meses y ya yo no podia mas. No me acostumbraba.
Yo no hablaba ingles y me la pasaba encerra' en el
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apartamento. No conoci a nadie y tan pronto el se fue para
Chicago yo me fui para Puerto Rico.

When I was twenty, I went to live to Boston with
my brother who was already working there. He told me that
I could find a job also, and that things were good out there.
But before six month I was already out. I couldn't adapt to
that place. I could not get used to it. I did not speak English
and didn't know anyone there. I spent most of the the in the
apartment. As soon as my brother moved to Chicago, I
went back to Puerto Rico.

Rosa went back to Puerto Rico and got married. She worked in factories and had
two sons. But when her marriage failed she found it hard to make a living in her small
town. As she explained she tried again:
Esta vez fue en 1997. Mi hijo Tony, quien tenia diez
anos vino el ano anterior a pasar las vacaciones con su tia
por parte del papa, que vive aqui. A el le gusto tanto el sitio
que se quiso quedar en la escuela con sus primos. El es bien
inteligente y se adapto bien. Saco buenas notas y me pidio
que me mudara aca y me trajera a su hermano, que nos iba
agustar. Yo por ellos hago cualquir cosa. Para mi ha sido
dificil, pero a ellos les va lo mas bien. Yo solo estoy aqui
por ellos.

This time I came in 1997. My son Tony who was
ten came to this area the year before to spend the summer
with his aunt (his father's sister). He liked it so much that
he wanted to stay and go to school with his cousins. He is
very bright and he adapted well. He kept asking me to
move to the area with his younger brother. I made it for
him. I'll do anything for them. It has been very difficult for
me, but it has gone well for them. I am here for them.

Isabel explains her experience of multiple migrations when she said:
Mi familia emigro pa' Nueva York cuando yo tenia
seis anos. Mi papa fue en busca de trabajo y consiguio en
las factorias y mi mama tambien. Pero a mi papa nunca le
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gusto vivir alii, no se acostumbraba y queria volver siempre
a Puerto Rico. Cuando yo tenia trece anos el se file
pa'Puerto Rico y mi mama se quedo en Nueva York con
nosotros. Pero cuando yo tenia dieciseis anos me fui pa'
Puerto Rico con el y mi hermano enfermo mental.

My family migrated to New York when I was six.
My father went in search of a job. He had several jobs, he
worked in the factories, and also my mother. But my father
never liked it there. He did not adapt86 there and went back
to Puerto Rico when I was thirteen. My mother stayed with
us in New York. But when I was sixteen I moved back with
him and my brother who is mentally ill.

On her most recent migration Isabel reports
En 1995 vine pa' ca con mis hijos, despues que mi
pai' murio, para darle ayuda medica a una de mis hijas. Y
esta vez me he quedado.

In 1995 I moved to this area with my children, after
my father died, in search of medical treatment for one of
my children. And I have stayed.

Elisa who also has had several experiences of migration reports;
Cuando estaba aqui la ultima vez, me senti tan sola
y tan sola despues que mi hermano se mudo a trabajar a
Nueva York. Yo no hablaba ingles, no tenia amistades, solo
estaba con los nenes y casi ni salia a ningun sitio. Mi
familia en Puerto Rico me decia que me fuera pa’ alia y yo
aqui no me sentia bien. No lo pense dos veces. Sali de todo,
vendi lo que pude, entregue el apartamento y me fui.

The last time when I was here, I was feeling so
lonely, I didn’t have anyone around. My brother that had
been living in the area moved to New York to work. I
didn’t speak English, had no friends or family here, only
my children. I didn’t go anywhere. My family in Puerto
Rico, kept telling me to go back.
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Poverty
All six women reported living in low income households when growing up in
Puerto Rico. To the effect Rosa said:
Mi pai trabajaba en la agricultura, pero usted sabe,
eramos muchos en la casa. A mi me sacaron de la escuela
porque no podian ni comprarme ropa ni zapatos. Pero usted
sabe siempre habia para comer. Eso no faltaba.

My father used to work in agriculture, but you know
we were a lot of kids at home. They took me out from
school, since they couldn't afford buying cloth or shoes.
But you know we always had food on the table. We never
lacked from it.

The fathers in three of the participants’ households worked on agriculture. Two
were employed in non-skilled jobs. And one used to own a small store while in New
York, but when he returned to Puerto Rico was unemployed. Referring to his father
working as a janitor/custodian with the government one participant recalls:
Eramos pobres, pero nos llevabamos bien. Mi papa
siempre trabajo con el gobierno, en mantenimiento en los
parques, y teniamos lo necesario. Nos llevamos bien y nos
ayudamos unos a otros.

We were poor, but we got along well. My father
always worked with the government as a janitor and taking
care of the parks. We always had what we needed. My
family gets along well, and we help each other.

When referring to their present economical condition, the six participants are on
public assistance, two SSI and four on regular welfare. Rosa who is attending school to
learn English so she can go to college to get a degree, reports:
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Se tiene lo necesario. Pero es como si uno estuviera
pidiendo dinero o viviendo de otro. Yo estoy acostumbrada
a trabajar. Me puse a estudiar ingles para poder tomar el
GED y conseguir un trabajo en las escuelas. Asi tengo el
itinerario de los nenes y les puedo atender tambien.

You meet your needs but it is like if one is begging
for money or depending on others. I am used to work. I
then started studying English to see if I can take my GED
and then find a job in the schools so that way I would have
the same schedule as my sons and be with them when they
are home.

Violence: History of Abuse
Two of the participants reported emotional abuse from their parents. Three
reported been emotional and physical abused by parents, and one reported any kind of
abuse.
Five participants reported been physically and emotionally abused by husbands or
partners and one considered been emotionally abused by her husband. Giving those as
reasons for leaving the relationship and in most of the cases deciding to migrate in search
of a better life for them and their children. Margarita talks about her physical abuse:
Enseguida empece a parir y ya ve a los 20 anos
tenia ya cuatro muchachos y seguia ayudando a mi mama.
El pai de mis hijos era alcoholico y me daba esas pelas
Entonces el nene mayor mio se metia a protejerme y el le
daba tambien. Era un infierno. Resolvi dejarlo para que no
hubiera una tragedia. Pensaba que un dia nos podia matar.

I soon was pregnant and by age twenty I already
had four children, and I was still helping my mother. My
children's father was an alcoholic, and he used to hit me.
My oldest son, who was still a child tried to protect me, and
his father also used to hit him. It was hell. I decided to
leave him to avoid a tragedy I feared that he could kill my
son.
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Margarita migrated with a partner, who was not the father of her children, also
experienced abuse after migrating. Referring to her abusive partner:
El me encerraba en los closets, escondia mis
zapatos, me abusaba sexualmente introduciendome objetos
por mi vagina. Yo me sentia cautiva en un lugar donde yo
no conocia a nadie. Donde todos eran extranos, donde yo
no hablaba ingles.

He locked me in the closet, hid my shoes, and
sexually abused me introducing objects into my vagina. I
felt captive in a place where I knew no one. Where
everyone was a stranger, where I didn't know English.

On related violence this same participant recalls:
Algunos meses despues, cuando todavia estabamos
viviendo juntos, en una de esas peleas el me dio bien duro y
yo estaba tan cansa' de eso ya que cogi un cuchillo y lo
apunalie.

A few months later while still living with this
partner in one of those fights he hit me, and I was so tired
of it that I stabbed him.

Isolation
All six participants report feelings of isolation. They use the word “soledad to
express how they feel. They give as a reason for this feeling the fact that in most cases
they do not families or friends in the area. They miss the family that they left in Puerto
Rico. Elisa names this factor as a main reason for leaving for Puerto Rico in one
occasion. This theme is well illustrated as Elisa reports:
Me sentia tan sola y no sabia hablar ingles. No tenia
amistades y mi hermano que vivia aqui se habia mudado
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para Nueva York a trabajar. Mi familia en Puerto Rico me
decian que me fiiera, yo ya no me sentia bien. Mire sali de
todo, lo vendi, entregue el apartamiento y me fui.

I felt so lonely and I did not speak English. I did not
have friends here and my brother who used to live here had
found a job in New York. My family in Puerto Rico kept
telling me to go back, I was not feeling well. You see, I left
everything, sold what I could, handed in the apartment and
left for Puerto Rico.

Referring to the same topic of isolation and living in the area Elisa further
elaborates:
Yo llegue aqui por segunda vez en 1986 y dije que
no volvia mas para Puerto Rico y no he vuelto. Ha sido
duro, cuando tu no hablas ingles y no tienes mas familia
que tus hijos pequenos. Pero aqui he criao a mis hijos.
Todos han ido a la escuela y ya hay tres trabajando. Han
sido buenos hijos. Una se caso y ya tengo dos nietos. Aqui
tuve esta ultima nena que tiene ahora once anos. Pero el pai
de ella es responsible y le da su dinero y la atiende, Pero
mire, yo sigo sola con mis hijos.

I came this area for the second time in 1986 and
decided that I would never go back to Puerto Rico. And I
have kept my word. It has been hard when you do not
speak English and your only family is your young children.
But here I have raised my kids, all have gone to school and
three of them are working. They are good children. My
oldest daughter and one son got married and I have five
grandchildren. Here my youngest daughter was born. She is
now eleven. Her father is a good father, and takes care of
her needs {helps financially). But you know, I live only
with my children.

Diagnosis of Depression
When refering to their depression participants describe physical symptoms such
as headaches, body discomfort, chest pain, lost of appetite and changes in patterns of
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sleeping. Changes in mood such as sadness, anger, inability to enjoy life, lack of interest
in social relationships, and in most cases crying spells. Also they describe feelings of
worthlessness, low self-esteem and fears related to go out or wallk around the
neighborhood. Rosa recalls when she started feeling sick when she reports:
Cuando todo estaba mas o menos bien me
empezaron los dolores de cabeza y como mareos. Fui al
medico y me encontraron que tenia epilepsia. El neurologo
que me atendio dice que pudo ser de los golpes que me
daba el pai de mis hijos, pues me tiraba contra el piso o las
paredes. Desde entonces estoy en tratamiento para esto.

It was when things were more stable, that I started
with headaches and like seizures. I went to see the doctor
and the neurologist diagnosed me with epilepsy. The doctor
said that it could be head trauma due to injuries received
when my head hit the walls and the floor when my husband
physically abused me. I have been in medication for this
since then.

Ana was diagnosed with depression three years ago and when talking about her
symptoms reported:
Yo me sentia sola, y lloraba mucho cuando mis
hijos salian paara la escuela. Yo me quedaba sola en estas
cuatro paredes, usted sabe uno empieza a pensar porque la
vida tiene que ser asi. Porque uno tiene que estar lejos de su
familia. Porque uno no puede ser feliz. Porque uno tiene
que pasar estos inviernos aqui, tan ffios y tan sola y una no
ve a nadie excepto a tus hijos cuando vienen de la escuela.
Yo le dije a mi doctor como me sentia y me refirio a un
terapista quien me refirio a un psiquiatra, quien me receto
medicinas. Yo trato de explicarles y creo que no entienden
lo que yo tengo, a veces pienso que no me creen. Se la
pasan cambiando las medicinas y me siento igual. Solo que
ahora me la paso durmiendo. Yo ya estoy ffustrada.

I was feeling lonely, and I cried a lot when my
children left for school, and I stayed alone within these four
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walls, you know...One starts thinking why life has to be
like this. Why you have to be away from ? Why you can't
find happiness? Why you have to spend these winters here,
it is so cold and you don't see anyone except your children
when they come from school? Then I told my doctor how I
was feeling and they referred me to a counselor. Then they
referred me to the psychiatrist, and he prescribed
medication. But I don't think they understand what I have. I
try to tell them, but I think they don't believe me. They
keep changing my medication and I feel the same, only that
now I sleep a lot. I feel frustrated.

Feelings of isolation and abandonment are common issues in the six participants.
They all view their condition of depression as limiting their life. For Wanda the
symptoms started slowly and then increased in proportion, and that made her look for
help. She also went to her primary care physician and he referred her to the mental health
clinic. As participant explained, she had to wait for some time to see a therapist. They put
her in a waiting list until a therapist was available. Margarita described her symptoms
when she stated:
Empece a sentirme sola y como alejada de todos,a
perder interes en todo. Habia tenido algunos novios, pero
nada formal. Me habia propuesto a vivir sola con mis hijos.
No mas hombres en la casa. Tengo miedo de tener
relaciones. Temo que vayan a pasar las mismas cosas de
nuevo. Comence a tener pensamientos suicidas, pensando
que ya no podia soportar mas abusos, violencia y rechazos.
Particularmente commence a preguntarme a mi misma
porque me habian pasado tantas cosas. Pensaba que era la
unica persona en el mundo que habia pasado por tanta
miseria.

I began feeling lonely, isolated. I have had a few
boyfriends, but nothing formal. I was committed to live
only with my children. No more men in the house. I am
scared of relationships. I am concerned that the same things
will happen again. I began having suicidal thoughts,
thinking that I couldn’t take any more abuse, violence,
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rejections, and particularly asking myself why have all
these things had happened to me. I felt I was the only one
in the world that had lived such misery.

On how Margarita looked for help she continues:

No tenia amistades, ni hablaba con nadie. No
confiaba en nadie. Un dia cuando mis hijos estaban en la
escuela, me bebi un pote de liquido de limpiar pensando
que asi me mataria, y esia el fin de todo. Creame, de verdad
tenia la intencion de matarme, de verdad estaba deseperada
y no tenia esperanzas de nada. Pero de momento algo me
hablo en mi mente y commence a sentirme culpable de
dejar a mis hijos solos. Los estaba abandonando en un sitio
extrano para ellos, y que pasaria con ellos si yo moria? En
ese mismo dia busque ayuda. He estado en tratamiento por
cinco anos. Tomo un monton de medicinas, pero creame
que la mayor parte del tiempo me siento igual. Lo unico
que ahora duermo mucho, y no tengo tiempo para pensar
tanto Ellos dicen que tengo depression, pero yo realmento
no entiendo que es esto.

I didn’t have any friends or talk to anyone. I didn’t
trust anyone. Then one day when my kids were in school, I
drank a bottle of house cleaner thinking that I would die,
and that would be the end. Believe me, I really had the
intention of killing myself, I was really desperate and
hopeless. At that same time I began to feel guilty, and
thought about my children. I was abandoning them in a
strange place, what would happen to them if I died? That
day I decided to look for help. I have been in treatment for
five years. I take lots of medications. But I find they don’t
help. I feel the same, only that I sleep a lot and I don’t think
that much. They say I am depressed, but I really don’t
know what is this.

The six participants of this study told their life stories in relation to migration in
this first interview. As a researcher it was meaningful to witness the process of these six
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women opening-up and re-creating experiences that for most of them were painful and
had left emotional wounds and scars that had been with them for most of their lives.
For most of the participants, at the beginning, telling their stories was difficult,
but once they were engaged in the process they were able to elaborate and remember
details. My role as researcher was to facilitate a process by providing key questions and
uninterrupted attention, also avoid remarks, comments or interruptions so as not to
interrupt the fluidity and continuity of the process. All interviews took place in the
participants' home and during morning hours when children were in school.
Each story is a particular story, but common themes and patterns in the six
participants’life were evident. Themes and patterns that might be familiar to women with
multiple opressions, to women that are struggling to live productive lives, that need to
find a way to liberate themselves from oppressive forces. In the next chapter I will
present results from the second interview where participants were pesented with
transcriptions of their interviews as well as common themes in their life stories.
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i able 4.1 Participants Demographic Information

Name

Age

Educ

School

Number of
Children

Margarita

30

7

PR

4

Rosa

38

9

PR

2

Ana

36

10

PR

2

Isabel

39

0

—

5

Elisa

39

4

PR

5

Wanda

36

6

PR

3

A.

Name

Parents
Migrated

Part N. of
Migration

Number of
Siblings

Source of
Income

Margarita

Y

3

9

SSI

Rosa

N

2

10

Welfare

Ana

N

2

10

Welfare

Isabel

Y

2

7

SSI

Elisa

N

3

11

Welfare

Wanda
B.

Y

2

7

Welfare
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Table 4.2 Reasons For Migration
To Escape
Abusive
Relationship

Better
Services
For
Children

Improve
Quality
Of Life
For
Children

Looking For
Self-Growth
And
Development

Other

Margarita

Y

Y

Y

N

N

Rosa

N

Y

Y

Y

Y

Ana

Y(*)

N

N

N

Y

Isabel

N

N

N

N

Y(l)

Elisa

Y

Y

Y

N

Y

Wanda

N

Y

Y

N

Y

Name

(*) After her husband left her
In "Other", they report having family or friends in the area
(1) in "Other" means feeling overwhelmed after father’s death
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Table 4.3 Issues Women Perceive as Influence in their Depression
Language

Education

Experience
of Abuse

Isolation

Experience
with Systems

Margarita

Y

Y

Y

Y

Y

Rosa

Y

Y

Y

Y

Y

Ana

Y

Y

Y

Y

Y

Isabel

Y

Y

Y

Y

Y (*)

Elisa

Y

Y

Y

Y

Y

Wanda

Y

Y

Y

N

Y

Name

A.

Living
Conditions

Being on
Welfare
or SSI

Other
Concurrent
Illnesses

Cold
Weather

Quality of
Treatment For
Depression

Margarita

Y

N

N

Y

Y/N

Rosa

N

Y

N

Y

Y

Ana

N

Y

N

Y

Y

Isabel

Y

N

N

Y

N

Elisa

N

Y

Y

Y

Y

Wanda

Y

Y

N

N

Y

Name

B.
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Table 4.4 Recurring Themes
Revolving Door Migration

Parental
Migration

Part N. of
Migration

Siblings
Migration

Margarita

Y

3

Y

Rosa

N

2

Y

Ana

N

2

Y

Isabel

Y

2

Y

Elisa

N

3

Y

Wanda

Y

2

Y

Name

A.

Physical and/or Emotional Abuse

Parental

Marital

Margarita

Y

Y

Rosa

Y

Y

Ana

N

N(*>

Isabel

Y

Y

Elisa

y
Y

Y

Name

Wanda

Y

(*) emotional
(Y) emotional and physical
B.

Poverty, Isolation, and Depression

Poverty

Isolation

Diagnosis of Depression

Margarita

Y

Y

Y

Rosa

Y

Y

Y

Ana

Y

Y

Y

Isabel

Y

Y

Y

Elisa

Y

Y

Y

Wanda

Y

Y

Y

Name

C.
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CHAPTER 5
FINDINGS IN SECOND INTERVIEW
Introduction
In this chapter I will present results from the second interview. This second
interview is based in the life stories generated in the first interview.
These stories emphasized factors such as poverty, lack of basic academic
education, history of parental abuse, parenting at an early age, history of marital abuse,
patterns of migration, lack of English language proficiency, and experience of isolation.
Also all participants have a diagnosis of depression and go for treatment to a mental
health clinic in the area that includes multiple prescribed medications and counseling.
Despite this treatment, all six participants reported that they were still having frequent
changes in mood, feelings of worthlessness, hopelessness and isolation.
In this second interview the I reviewed with each participant a transcription of her
own first interview as well as a list of themes and issues that emerged from their own
stories. In addition, a list of themes common to all six participants’ stories was also
reviewed. Participants reviewed the transcripts and audiotapes. Five participants
confirmed the accuracy of the tapes and transcripts verbally and one made no verbal
comments, signaling her assent by nodding.
This second interview was also conducted and transcribed in Spanish and was
limited to one hour, whereas the first interview was completed in a period of
approximately two and a half hours.
The remainder of this chapter is divided into three sections: 1) What was the
participants’ reaction to listening to their own stories, 2) What understanding did the
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participants have of their condition of depression after listening to their stories, and
commonalities in all participants’ stories and 3) What did the participants have to say
about the treatment they receive for their condition.
Participants React To Their Own Stories
First, in both affect and verbalization, it was evident that the participants had great
interest in the life stories and themes they had created in the first interview. In this second
interview they were very open and gave straightforward answers. They participated
actively and freely offered their opinions and ideas. Margarita reported being excited
while anticipating our second interview. Clearly, she had taken time to reflect on the
story she had told. This was evident when Margarita reported:
Yo estaba esperando que volviera,pues queria
decide que despues de hablar con usted el otro dia, me di
cuenta de tanta mierda que hay en mi vida, no en balde
estoy tan chava!

I was waiting for you to come back, because I
wanted to tell you that after I talked to you that day, I
realized how much shit, I have had in my life. No wonder I
am so messed up!

Another observation in this second interview was the difference in mood and
attitude that the participants displayed. They showed excitement and to some extent were
more open and the tone of their voices was clear and assertive, whereas in the first
interview their mood was sad and reflective, showing emotions and frequently crying.
All six women reported that it was the first time that they had talked with so many
details about these issues with anyone. As Margarita reported:
Esto es algo que yo nunca habia contado a nadie,
pues me parece que a nadie le interesa mucho. Aun cuando
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tengo terapista casi siempre hablamos de lo que pasa ahora.
Es la primera vez que cuento esto como con tanto detalle.

This is something that I had never told anyone. I
think that nobody would really be interested. Even when I
have a therapist we always talk about what is going on
now. It is the first time I have talked about this with so
many details.

When questioned why they were able to talk about their lives in detail this time,
the general response was that they felt that I was interested in their stories and they felt
they were listened to.
Participants described their current interactions with their therapists, as being
restricted to talk about current issues and their children’s behavior. Most of the
participants agreed that their visits to the therapist merely reviewed recent experiences,
and frequently they felt upon leaving that nothing important was dealt with. As Margarita
said: “There are times that it is like he has planned what he wants to say, and he doesn’t
listen to what I want to say. Then the time is over”.
Tales and Transformations
Roberts (1994) highlights the importance of stories in therapeutic interventions.
As Roberts explains “the speaking itself takes people beyond their interior life, making it
possible to hear how they tell the story as well as what parts of their experiences they
choose to be the most salient. They are at the center of the storytelling, and as they thread
the narrative together, their experience is distinguished from all others”(p. 11).
As Sluzki(1992) also describes, in telling their stories, the participants were
transformed from passive (victim) to active (agent). The participants became the
storytellers of their life, and they were able, through reflecting on those stories and
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themes that were generated, to define the problem as external to the storyteller, thus the
storyteller becomes the agent of change. These women assumed a powerful stance when
they were able to locate in their own stories, personal strengths, individual and collective
self that aided in the recognition of useful strategies to expel the intruder, in this case the
victimization to which they were subjected.
A good example of this change in perception is evidenced when Ana said:
Es interesante, pues yo siempre pense que asi era la
vida, quizas porque yo lo vi en casa con mi mai’ y mi pai’,
pues que tu puedes pensar? Que eso es normal, que asi
tiene que ser pa’ti. Que te casas, y que asi es la vida.

It is interesting, I always thought that life was like
that, perhaps because I saw it in my house with my mother
and father, so what can you think? That you get married
and such is life.

Participants made comments related to themes that were common to their stories,
like issues of poverty, lack of formal education, life in rural Puerto Rico, large number of
siblings in family of origin, history of child abuse, parental alcoholism, and patterns of
migration in their families. They agreed that these issues were not only common to them
but to other families and friends that they had in the Island, but they agreed that those
were issues that were not spoken about, thus internalizing guilt, shame and making them
feel sometimes as victims and sometimes responsible of their own fate.
When asked about the experience of listening to his or her own story, Margarita
explained that when she was telling the story in the first interview, it was like she was
telling someone else’s story. It was not after the interview ended that she became aware
that the story really happened to her, and then her feelings of anger, and revenge became
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real. But now when she listened to herself talking, and telling her story, she felt a mixture
of self- contempt, satisfaction, and sadness. She could see it as something separated from
her, something “she took out of herself’.
Margarita went further to explain that my comments in the first interview about
the participants being a strong women for daring to move out of relationships that were
abusive: first from her mother and then from her partner, made her change her mind
about herself. Margarita reported believing that there is something in her that has helped
her “survive”.
This information provided by Margarita confirms what Roberts (1994) describes
as the role of the listener: to provide confirmation of reality and at the same time helps
the teller see the story from a different perspective.

Looking Back at Migration
None of the six participants used the term “migration” to describe coming to the
continental United States. When referring to this process, participants used the word
“moved”. Five of the participants explained that “moving” was a way of living life
behind. When asked if they considered themselves migrants, most of the participants
questioned the use of the term when referring to Puerto Ricans. It was a common idea
among the participants that “migrants” refers to people from other nations who come to a
new country. They cited the case of Asians coming to the United States or people from
the Dominican Republic going to Puerto Rico.
When asked about Puerto Ricans coming to the United States some said that even
though Puerto Rico has a different culture and a different language, they consider
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themselves American citizens and they do not need a “green card” or ‘pasaporte” to come
over. As one participant pointed out:
Tu no emigras de Nueva York pa’ Florida tu te
mudas.

You don’t migrate from New York to Florida, you
move.

It is evident by these differences in perceptions and opinions about migration as it
relates to Puerto Ricans that Puerto Ricans differ in the way that they perceive the
political relationship between Puerto Rico and the United States. This perception can also
affect the personal representations that they have of themselves as Puerto Ricans within
the United States and the expectations they have before migration. For the participants in
this study it was very clear that before they moved life in the United States represented an
opportunity to leave misery and pain behind, that would open possibilities for a better
life
As Ana clearly explained:
Cuando yo oigo todo eso de mi vida, pienso que no
tenia otra altemativa, pues todo el que venia para aca
mejoraba. Yo veia la gente de mi barrio ir para navidades
con ropa nueva y regales para la familia. Pues que creia
yo?.. Pero hay que llegar aqui y entonces es que uno se da
cuenta.

When I listened to my story, I feel that I did what I
had to do. My idea was that everyone that moved here got a
better life. I saw people from my “barrio” going back for
Christmas with new cloth and presents for the family. Well,
I too had great expectations. But it is when you are here
that you face reality.
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The participants agreed that life in the United States for them is better in some
ways, for example, the education for their children, health services, and other
opportunities for their children. But on the other hand listening to their stories has made
them realize that for them as women, things have not change that much. Language is a
limitation, as is lack of support from family and friends. A sense of isolation and
frustration are evident.
Participants elaborated on their stories and these issues that were not mentioned in
their first interview were addressed freely:
1. Inadequate housing was a problem for five of the six participants.
2. When comparing the places where they used to live in Puerto Rico,
they reported that they used to live close to family and relatives
and usually in areas they considered safe. Most participants
consider where they live now as areas where drugs and
delinquency are common, and it is unsafe for their children or them
to go out.
3. The cold weather was another factor that made them stay inside
their apartment most of the year, increasing their isolation.
4. The realization that they are different because of the color of their
skin and the different language that they speak.
5. Even when they receive government assistance they are still poor
and have to live with what they are given, making it difficult to
move out of that system.
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6. Opportunities to find a job are limited because they do not have an
education that qualifies them.
7. It is difficult to get an education when they have children and do
not speak English.
8. Changes in Massachusetts Welfare are making life more difficult.
They must get a job in two years, but can they if they do not know
English and need child care to be able to work.
Looking Back At Depression
When looking through the participants’ stories that were generated in the first
interview, it is evident that the term “depression” was named by either the therapist or the
psychiatrist. When reviewing this information with the participants, they agreed with the
observation, but used different terms to describe what they were feeling such as:
tristeza - sadness
preocupacion - worries
desanimo - lack of energy or interest
cansancio - tiredness
soledad - isolation
insomnio -insomnia
In the more severe cases, participants identified a lack of interest in life. Two of
the six participants had attempted suicide by overdosing with their own medication. A
term that was used to explain why they considered that option was desesperacion ,
which translated to their own definition as desperation or hopelessness. The two
participants that reported these incidents were involved with DSS at the time of the
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attempts. They see as precipitating factors the fear of loosing their children in a place that
is strange to them, and the fear of not been understood by the people that were dealing
with them.
Participants Perceptions of Their Treatment for Depression And
Recommendations
Participants agreed that the treatment that they are receiving for their condition is
not effective in eliminating the symptoms. One of them questioned the ability of the
mental health facility to really understand what they are presenting. It was a common
believe of the six participants that depression is a common diagnosis for women. It was
interesting to hear comments such as:
Entonces todas las mujeres padecemos de
depression! Parece que es lo que le diagnostican a una
cuando no saben que uno tiene.

Then all women suffer from depression! It might be
how they diagnose you when they don’t know what you
have.

When participants were asked about factors that would be important for
therapeutic interventions to be effective, there was a concensus of opinions in all six
participants that:
1. The therapist should know about women’s issues.
2. Therapist and psychiatrists should speak Spanish fluently and
understand the Puerto Rican culture.
3.

Clients should only see the psychiatrist after the therapists really
listens to their stories, as was done in this study.
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4. It will be better if therapists and psychiatrists trust what you are
saying, and also show interest in the conversation.
5. Eliminate the use of a translators.
6.

Sometimes it is good that therapists visit clients at home, so they
will be familiar with the area.

7. Therapists should have a positive attitude toward clients and
believe in the client’s interest in recovery.
8. Therapists and psychiatrists should know that although we are poor
we are good people.

The above recommendations show how the participants feel toward the services
they receive. Wanda wanted to make clear that she thinks that her therapist is a good one;
but that she is talking about services in general. Also Wamda pointed out that the mental
health clinics should try to retain the good therapists, since those are the ones that usually
leave the agencies.
Summary
These six stories that emerged from the interviews with the participants in this
study, show how social factors such as poverty, family history, history of abuse, lack of
formal education, single parenthood, lack of social support, when combined with the
effects of migration such as immersion in a new culture and exposure to a different
language and perpetuation of oppressive conditions, may present symptomathology
congruent to the condition of clinical depression. Recognizing the difference between
social precipitators and physical etiology would make a difference in the kind of
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treatment that is provided. Medication is by no means a cure to poverty; medication can
help with symptoms that are biologically based, like chemical imbalance, and serotonin
deficiencies. Medication can be useful as a temporary solution while stressors and quality
of life is improved. But the question that this study attempts to answer is what is an
appropriate treatment for the condition that the six participants in this study present.
As a researcher I am aware that the sample in this study is small compared to the
whole population and in no way I pretend to make generalizations from this study. But it
is also evident that these six cases are internally consistent and probably are not isolated
cases.
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CHAPTER 6
DISCUSSION OF FINDINGS AND CONCLUSIONS
Introduction
Despite new medications and different treatment modalities, depression remains
the predominant medical condition in female clients served in community mental health
centers and health clinics. Among low income, minority women in the United States
clinical depression is the most frequent diagnosis. It is common for low income Puerto
Rican migrant women who are diagnosed with clinical depression that, even when
undergoing traditional treatment with psychotherapy and antidepressants for several
years, their condition persists.
Literature on women and depression reports that women are at a higher risk for
depression due to a number of social, economic, biological, and emotional factors
(Goldman and Ravid, 1980; Nolen-Horksema, 1987; Strickland, 1989: Weissman, Leaf,
Holzer, Meyers and Tischler, 1984). There is a difference in the incidence of depression
among White, Black, and Hispanic women (Russo, Amaro, and Winter, 1987; Russo, and
Sobel, 1981), but the incidence remains constant when income level, education, and
occupation are controlled (Ensel, 1982; Radloff, 1975).
The principal argument of this study is that for low income Puerto Rican women
who migrate to the continental United States, social stressors such as poverty, history of
abuse, limited formal education, and lack of English language proficiency, when
combined with prejudice and rejection due to issues of race, ethnicity, social class,
cultural, and language differences, and issues of colonialism as is the case of Puerto
Ricans, increase the possibility of stressful reactions and patterns of behaviors that could
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be misdiagnosed as clinical depression. This is one significant finding from this
dissertation study that draws from theories of oppression and liberation, feminist and
narrative theories as well as studies of the process of migration and its effects on the
migrant. This study focused on two sets of questions:
1. What is the perception that six low income Puerto Rican migrant
women have of their condition of depression in the context of
migration, and what is their understanding of the difficulties they
experience? Do they see a link between their social circumstances
and their condition of depression?
2. Whether the women’s awareness and perception of this social
dynamics, as they relate to their condition of depression, are
factors that should be known by their therapist. And if this
awareness by the client as well as by the therapist makes a
difference in the diagnosis as well as in the treatment of their
depression?
Six low income Puerto Rican migrant women were interviewed for this study. In
the first interview questions were used to elicit life stories narratives from the
participants. These stories were audiotaped and reviewed by me in order to identify
patterns and common themes. In a second interview each participant had the opportunity
to listen to segments from her recorded story and to review a list of patterns and common
themes in the six participants’ stories. This activity enabled the participant to reflect on
her own life story and to see commonalities with other participants’ stories.
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In the analysis of the data four main findings were found to be consistent with the
participants’ narratives about the perception of their depression in the context of
migration: 1) participants use the term “depression” to identify a range of emotions or
feelings that included anger, concerns, frustrations, hurts, hopelessness, or anything that
makes them feel bad. In other words, they personalize the term and provide their own
definition. There is a significant difference between how the participants in this study use
the term and how the term is used in clinical diagnosis of depression (See criteria for
diagnosis according to DMS IV in Fig 6.1, p. 140); 2) after the first interview and as
evidenced in the second interview participants no longer blamed themselves for their
condition of depression; 3) in the second interview participants no longer felt hopeless
and helpless; and 4) participants felt that their therapy would be more effective if their
therapists and psychiatrists understood and took into consideration the clients’ social
circumstances, speak Spanish, and listened to what their clients have to say. In the same
line of thought, participants felt that medication was not an adequate tratment for their
condition of “deppression”.
Discussion of Findings
Finding # 1. Participants do not have the same definition for depression as the
mental health system has.
They personalize the meaning of depression and make it their own. Participants
use the term to identify emotions such as anger, concerns, frustrations, dissatisfactions,
and powerlessness.
It is evident that there is a discrepancy in the way the term is used in diagnosing
clinical depression compared to the way the six participants define depression .
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Depression as used by the women in this study describes their reality of oppression where
they feel exploited, marginalized, powerless, subjected to cultural imperialism, and
victims of violence (Young, 1990). This finding is also congruent with Freire’s (1972)
affirmation that it is the right of the oppressed, as a subject in resistance, to define her
own reality. Freire’s work, although written in the context of Latin America’s reality, in
particular Brazil, could be applied to a global context where people are struggling to
decolonize, and liberate from oppression, in order to transform society (hooks, 1994)
The numerous social factors in these six women’s lives that interact and interlace
their multiple oppressions as well as their explanation of these social factors have been
documented in this study. In fact, participants’ stories seem to confirm what previous
literature on Puerto Rican women and depression have clearly pointed out: that Puerto
Rican women in the continental United States are exposed to multiple stressful situations,
including disintegration of family values, poverty, discrimination and the pressure of
acculturation. These may translate into feelings of powerlessness, low self-esteem, loss of
identity, and depression (Comas-Diaz, 1981).
In regard to literature on migration, the term depression as defined by the women
in this study can well relate to what Brody (1968) explains as the effects of achieving a
minority status when paired with low socio economic status, repression, and a lack of
strong national identity: the creation of a culture of passivity. These women s world is
characterized by despair, impotence, and feelings of an inability to change the world.
FINDING #2. At the end of the interviews participants no longer blamed
themselves for their condition of depression.
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The six women in this study produced life stories through their own voices. As
reported by the majority of the women, it was the first time that they had told their life
stories. By listening to their own voices and stories during the second interview, as the
data present, they were able to externalize their problems, to organize their experiences,
and to give sense and meaning to them. These data support feminist and narrative
theories that explain how traumatic, chaotic, and painful circumstances in life may make
it difficult for women to name their experiences (Herman, 1992), as is especially true of
difficult life transitions and trauma. In re-creating life stories, participants created plots
that help organized disordered experiences that gave a different meanings to life
experiences (Cronnon, 1992; Roth, 1993).
Validating and supporting this finding is also the position that a primary way
individuals make sense of experience is by casting it out in narrative form (Brunner,
1990; Gee, 1985; Mishler, 1986). The practice associated with extemalization of
problems can be considered a practice that engages the person in the “de-objectification”
of themselves, their bodies, and each other. When they embrace their stories, they engage
in a liberatory experience with themselves as authors and subjects of their life stories.
They also feel free to reconsruct new stories with new understandings of the dynamics
and possibilities (White, 1994).
Telling their stories enabled participants in the study to see themselves as
participants in their own lives, no longer as objects. At the same time the stories they
generated enabled them to realize that there were social factors they were able to name
and describe that were part of their life circumstances.
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As the data obtained in this study suggest, it is also through the sharing of
experiences and awareness of sameness of themes and recurring patterns in the other
participants’ lives who shared the same clinical diagnosis and sets of life circumstances, a
factor that helped these six women liberate themselves from blaming themselves for their
condition. This finding is congruent with what Paulo Freire (1969) described as the
liberating experience: through dialogue (in the first interview), reflection (in the second
interview when the women were able to openly discuss their situation with me), and
action (the women felt free to provide their own perspectives and recommendations for
future treatment of their condition).
This second finding is also supported by the Self-in-Relation theory as a feminist
model of women’s psychological development. This is a theory that reflects on women’s
experience as opposed to theories that are rooted mainly in male experience (Gilligan,
1982; Miller, 1984). The key elements of depression as outlined by this theory are
vulnerability to loss, inhibition of anger and aggression, inhibition of action and
assertion, and low self-esteem (Kaplan, 1984).
FINDING #3. Participants no longer felt hopeless or helpless.
When participants came to understand that their situation is part of a broader
system and that there were recurrent patterns and similarities across their own situations
and that of other participants, they became aware that their condition of depression is not
their fault and they stopped blaming themselves. These data support Freire s idea of
liberation from oppression when he states: that every human being, no matter how
“ignorant” or submerged in the “culture of silence”, is capable of looking critically at the
world in a dialogical encounter with others. Provided with the proper tools for such an
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encounter, the individuals can gradually perceive personal and social reality as well as the
contradictions in it. They become conscious of their own perception of that reality, and
can deal critically with it (1993, p.14).
This finding also supports a relational approach to women’s development which
suggests that when women encounter other women who foster particular types of
connections between them, this experience promotes psychological growth and the
healing of emotional wounds. The work of writers at the Stone Center (Wellesley
College, MA) proposes four salient, curative factors from those encounters: 1) validation
of one’s experience, 2) empowerment to act in relationships, 3) development of self¬
empathy, and 4) mutuality (Jordan, 1989).
FINDING #4. Participants reported that their therapy would be more productive if
their therapists were able to understand the consequences of migration, of poverty, of
single parenthood, and of other multiple social factors and circumstances in their clients
lives that makes them feel hopeless, sad, powerless, isolated, and with a sense of low self
worth. Also participants concurs that professionals should pay attention to their clients
when they report frustration with their treatment. Participants agreed that therapists and
psychiatrists should take time with their clients, speak Spanish, and pay attention to what
clients have to say.
Participants in the study were able to talk freely about their treatment, their
disappointments with the therapists and psychiatrists, and their frustration with the effects
the medications have on their lives.
There was a marked difference in the six participants’ tone and volume of voice in
the second interview as compared to the first interview. In the second interview
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participants seemed more assertive, more secure in what they were saying and at the
same time showed a sense of safety and trust in the process.
It is evident by this fourth finding that when these six women had the opportunity
to share their experiences in the form of narratives, they were also able to liberate
feelings and emotions; thus feeling empowered and liberated, and helping them define
more clearly their feelings and emotions and what their therapeutics need are (White,
1994; Jordan, 1989; West, 1992; Brunner, 1990; Gee, 1985; Mishler, 1986). It is that kind
of effect that a good and sound therapeutic intervention should aim to provide.
The mental health system with its way of diagnosing and labeling people is a
system that uses its power to assign positions and keep people in place. It is very unusual
that clients question the practices in diagnosis of the mental health system, particularly in
the case of people with low incomes, women, or ethnic minorities as well as
disenfranchised citizens who depend on public assistance as is the case of the six
participants if this study. Yet these women were able, when asked, to generate new
language for their depression, new perspectives and a new understanding of their social
and psychological conditions and that of women in similar situations. This is an
important factor to consider since it has implications for changes in future clinical
practices with low income populations.
Implications for Clinical Practice
Although the present qualitative study was not design to be taken as a therapeutic
intervention, it cannot be ignored that the research methodology was, based in part on
theories of oppression, liberation, narratives and women s development. As used, it was
in itself a liberatory experience for the six participants in the study. By the use of
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narratives participants were able to re-construct life stories that helped liberate feelings
and emotions and at the same time reflect on social factors in their lives that were
common to other women with similar diagnosis. This confirms the earlier group
intervention I described in Chapter Three.
The clinical practice of pathologizing and medicating a condition of depression
with foundations and causes that are socially based, like conditions of multiple
oppressions as is the case of the six women in this study, calls for a re-evaluation of the
mental health system’s current practices that could perpetuate and promote oppression by
utilizing its power to name and provide treatment to clients as they are perceived by the
institutions. The use of medication to treat depression could be one step in stabilizing
clients, but liberatory therapeutic practices should be explored so as not to keep clients
helpless and dependent on a system.
It is my recommendation that the intervention presented in this study could be
used as a therapeutic model to help women liberate themselves from oppressive
experiences and conditions that limit their growth and development as healthy individuals
in this society. The findings in this study call for both therapists and mental health
systems to reconsider their diagnosis and therapeutic practices and for academic
institutions to revise curriculums that prepare and educate mental health service
providers.
The model of intervention used in this study depends upon dialogue, use of
narratives to elicit life stories, reflections and connections. By facilitating a dialogue a
conversation is opened in which the listener, in this case the therapist, facilitates a
process, but it is the client who by using narratives creates her own story. The therapist s
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role is to facilitate the process, showing interest and respect to the clients’ experience by
limiting interruptions, analysis, with a non-judgemental attitude. AS recommended by
the subjects in this study the therapist should be sensitive to women’s issues and issues of
oppression. The therapist’s understanding of the process of migration and the effects of
multiple oppressions is essential in order to make appropriate comments and be able to
show an understanding listener position.
Through the dialogue the client recreates her life story. Telling the story is itself a
liberating process. The client gives meaning to her life, becoming the creator and owner
of her own story. It becomes of her creation, her production, and at the same time she
places it outside herself. By externalizing the problem, the problem becomes an object
and not part of the person. It no longer owns the person. It is outside of her, and by being
outside, it is visible to her. By engaging in a reflective practice through looking at their
own created stories with the therapist, clients are able to see the stories of their lives in a
more objective way, they are also able to stop seeing themselves as the cause of their
condition and are able to see and reflect on social variables that influence their lives
which in turn create conditions that surely will affect the way they live and experience
life.
By reflecting on their stories clients are also able to see patterns and
commonalities in the stories, that help them demystify the concept of uniqueness of their
experiences, making it a more open and common issue that relates more to social
circumstances than to the person itself.
This model also suggests that engaging women with similar conditions in group
expeiences helps them make connections and find similarities in other womens’ lives. As
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clients come to understand that their experiences are not unique to them, they are also
able to deal with issues of guilt and shame that silence and isolation ought to bring up.
In summary for future therapeutic interventions to be effective the following
recommmnedatioons should be observed:
1. That the therapist and/or psychiatrist be sensitive and
knowledgeable about issues of oppression and how they interact
and affect the clients.
2. Awareness of the importance of cultural sensitive training for
Mental Health Professionals, which includes knowledge of the
culture of their clients, as it relates to ethnicity, gender, social
class, socio-economic levels and family constitutions. Also the
impact of migration as it relates not only to the migrant itself, but
to the context of migration, both before and after migration.
3. Address issues of power within the mental health system.
4. Re-examine practices within the mental health system that promote
dependency and perpetuate oppression.
5. Awareness of the possibility of misdiagnosing depression, and
therefore, using inadequate and ineffective therapeutic
interventions.
6. Listening and paying attention to clients’ concerns that make
clients active participants in their own therapy.
Implications for Further Research
Findings from this study suggest directions for further research, such as:
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1. Examine the training of professionals within the mental health discipline.
2. Systematic studies of multiple oppressions as it relates to the migration
experience and impact on migrants’ mental health.
3. Practices in the Mental Health System that promote and perpetuate oppression.
4. In-depth studies of culturally sensitive practices in counseling diverse
populations.
Findings in this study also pointed to two questions that remained unanswered:
First, Would data obtained from this study be similar to data obtained if similar studies
were conducted with Hispanic women from other ethnic groups/cultural backgrounds or
women in general? And second, Is misdiagnosing depression a common practice when
working with women?
As a researcher I feel that a main goal I had in conducting this study has been
achieved through the data presented and that is: to develop a liberatory consciousness,
both in the participants of the study and the reader. It is now our turn as professionals and
educators, to theorize about issues of equity and social justice, analyze events related to
equity and social justice, and to act in responsible ways to transform society (Love, 2000
P-471).
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Fig. 6.1
DSMIV Diagnostic Criteria for Major Depression
(Diagnostic and Statisitcal Manual, American Psychiatric Association Fourth
Edition, 1994)

The following symptoms have been present during the same 2-week period
and represent a change from previous functioning:
Depressed mood or loss of pleasure/interest in almost all to all activities,
most of the day, nearly every day
At least four of the following symptoms nearly every day:
Significant weight loss or gain
Insomnia or hypersomnia
Observable psychomotor agitation or retardation
Fatigue or loss of energy
Feelings of worthlessness or excessive or inappropriate guilt
Diminished ability to think or concentrate
Recurrent thoughts of death (not fear of dying) or suicide attempt or plan
Symptoms do not meet criteria for a mixed episode (manic and depressive
episodes)
Symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning
No direct physiologic effects of a substance (drug of abuse, medication)
or a general medical condition (hypothyroidism), or organic factor
(dementia)
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APPENDIX A
Therapist Information Letter
Date:
Name:
Address:

Dear (name),
I am a doctoral student at the University of Massachusetts, Amherst, in the Social
Justice Education Program and I am in the process of writing my dissertation. The
proposed title is UNHEARD VOICES: Toward a Therapy for Liberation. Six Low
income Puerto Rican Women Tell Their Stories.
The purpose of this study is to explore low income Puerto Rican women’s
perceptions of the relationship between their social circumstances and their condition of
depression, and how those perceptions and interactions can be used to enhance their role
in their treatment.
This research study will generate information that gives voice to women from
lower socioeconomic level in the context of migration and poverty. It is my intention that
through the results of these findings Mental Health professionals may understand
depression in the context of poverty and migration as experienced by their clients.
In establishing criteria for selection of participants, they should meet the
following criteria:
1. Puerto Rican women between the ages of 25 to 40 years, diagnosed
with depression and with no other major diagnosis as per DSM-IV
standards.
2. No significant history of depression prior to migration.
3. Have migrated to the continental United States in the last five
years.
4. In treatment for Depression condition for at least the previous six
months.
5. Treatment includes individual therapy and antidepressant
medication.
6. Single parents with school age children and on public assistance.
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I will use these criteria as a guide for individuals to participate in this research
study. If you have any questions or would like clarification regarding the criteria you can
contact me at 256-3007 or E-mail at hmm@educ.umass.edu. You can also submit your
referrals for the study to my address:
P.O. Box 2276
Amherst, MA 01004
or
directly in my office mailbox.
I will appreciate if you refer any client that meet the above criteria and is willing
to participate. I will contact them as soon as you make the referral and explain her
participation in the study as well as have them sign the forms for consent and assure of
confidentiality. Referral does not necessarily means that they have to participate. It means
that they meet the primary criteria and are willing to participate. The final agreement to
participate will be made after the study is explained to the candidate by me I look forward
to receive your referrals,
Heyda M. Martinez, Doctoral Candidate
UM AS S-Amherst

I am referring--who is interested in your study
on Puerto Rican women and depression and might qualify to participate according to
your set criteria. You can contact her at-.
Therapist’s Signature-.
Date-.
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APPENDIX B
Participant Information and Consent Form
I,-, volunteer to participate in a research
study on how low income Puerto Rican migrant women perceived their condition of
depression. I understand and agree to participate in a series of two interviews, which will
be tape-recorded to facilitate transcription and recording accurate information. There is a
first interview in June, which will last for approximately two hours. A second interview
will be programmed for July or one month after the first interview, where a transcript of
the first interview will be provided and I will be able to clarify questions and make
comments on it.
I understand that my participation is voluntary and that I can withdraw from
participating in this study at any time I consider necessary. The information I will provide
will be strictly confidential. The interview and transcript will be kept confidential and the
findings will be used only for research purposes.
This consent form is the only place that my name will appear. A number will be
assigned to each person for identification and to ensure confidentiality.
Pseudonyms will be used in order to protect identity.
I have read and understand the contents of this permission letter. I have discussed
it with Ms. Martinez and have had all my questions answered. I give my consent to
participate in this research study.

Participant’s Name and Date

Signature

Dear Participant,
Please be aware that you can ask me questions at any time regarding the study or
other concerns. I will make myself available at any time to answer your questions
regarding the whole process, and outcomes of the study. I will be pleased to share with
you the results of this study. Since the study is for educational purposes only, results will
be shared and disseminated with the academic community and those concern with mental
health and educational issues through articles and presentations. It is hoped that this study
will contribute to the growing body of knowledge on multicultural issues in counseling
and consideration of minorities in treatment and help Mental Health professionals and
educators to find practical ways to work with clients in the context of the clients
experience and needs.

Researcher’s Name and Date

Signature

Thank you for participating in this study.
Heyda M. Martinez
School of Education
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APPENDIX C
Demographic Information
Participant No.AgeWhere did you grow-up?_
Where did you go to school?_
What is your level of education?_
What is your source of income?_
How many children do you have?_
What are their ages?_
When did you migrate to the continental United States?
Is this the first time that you migrate to the U.S.?_
When did you move to Holyoke?_
Why did you move to Holyoke?_
Where were you living before moving to Holyoke?_
Do you live in a house or an apartment?_
Who are the members of your nuclear family?_
What is your primary language?
Spanish_
English_
When you talk to your children what language do you speak?
Spanish_
English_
When you talk to your friends, in what language do you speak?
Spanish_
English_
What kind of music, radio and television programs do you listen to/watch?
Spanish_
English_
Both_
What kind of activities/social events you go?
Church_
Dance_
Picnics_
Family reunions_
Other (explain)_
When you go to this activities, are the people you go with:
Puerto Rican_
Other Hispanics_
European-American_
Mixed_
Other_
Would you say you are familiar with the values and beliefs of the
Puerto Rican culture_ North-American culture_
Other_

APPENDIX D
Interview Guide
Introduction
I will thank participants and acknowledge the significance of their participation in
the study. I will review with them the purpose of the study and have them sign the
consent form (Appendix B). I will explain the interview procedure and answer questions
that they might have. This is to assure that rapport is established and the participants feel
comfortable.
FIRST INTERVIEW
Women’s Perception of their Depression
Three Domains:
1st Domain
Premorbid Functioning while in Puerto Rico.
Information:
Explore previous living conditions and mental health condition.
Questions:
Tell me about your living conditions in PR?
How was your overall health? Have you ever had a psychiatric condition while in
Puerto Rico?
Can you tell me the reason you moved to this geographical area?
How was/is your relationship with your nuclear and extended family.
2nd. Domain:
Life’s circumstances.
Information:
Explore personal experiences and story.
Questions:
Where did you live while in Puerto Rico?
How did you grow up?
Tell me about your education.
Tell me about your personal relationships while in Puerto Rico.
Tell me about your personal relationships here.
3rd. Domain:
Clinical Depression
Information:
Explore current mental health and medical condition.

Ill

Questions:
1.
2.
3.
4.
5.
6.
7.
8.

Tell me about your depression.
How would you explain you current condition of depression?
What made you look for professional help?
Are you getting any support with your treatment?
What are the things in your life that make you feel lousy, down?
Did you ever feet like this in Puerto Rico?
If yes, Where did you go for help? What you usually did?
What you usually do now? Where do you go for help?

SECOND INTERVIEW
In this second interview I will be reviewing with the participant, themes and
issues that came out in the first interview. Also common themes that emerged in the six
participants stories will be presented to each participant.
The following questions will guide the interview:
Let’s review the audiotape of our first meeting.
Things that you learned from your migration experience.
Things that you found out about your condition of depression.
Things that you learned about yourself
Things that you learned about your social environment here.
Other things that might have come up after we met the last time.
Let’s take a look at the themes and issues that emerged from that first interview.
Common themes and patterns in the six women’s stories.
How do you relate to them?
Why do you think this might be important for you to know
If you were to make recommendations to mental health professionals and students
regarding treatment for depression for Puerto Rican women that migrate what would you
say?
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